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ABSTRACT
This study examined the role of readiness to change (RTC) within the context o f a relapse 
prevention (RP) treatment program for individuals with alcohol use disorders. RTC was 
assessed using the continuous version of the Readiness to Change Questionnaire, as 
research does not support the use of the categorical version with treatment seeking 
clients. Participants included 80 men and women seeking treatment for alcohol use 
disorders. Findings revealed that RTC did not predict treatment outcome. These results 
may have been a product of the poor psychometric properties of the continuous version of 
the RTCQ, as established in this study. Associated findings support the use of RP in the 
treatment of alcohol use disorders, as RP was associated with significant improvements 
across a holistic set of variables.
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INTRODUCTION
Alcohol use disorders have affected societies for centuries. In fact, the use of 
alcohol dates back to the earliest part of human history. Anthropologists believe that 
alcohol was first produced by accident in the Late Stone Age period after fruit and honey 
were left unattended. Humans began to replicate the natural experiment but were only 
able to produce small quantities of alcohol. This changed with the advent of agriculture, 
as it allowed for the wide scale production of fruit and grain. Records show that as far 
back as 6000 BC, Egyptians, Babylonians, and Armenians cultivated grapes and grain 
suitable for beer and wine production, although the alcohol content of these drinks was 
quite low. Alcohol soon became the beverage of choice for adults and children alike, as 
communities were faced with polluted water supplies and the death o f many from 
dysentery, cholera, and typhoid. Since the alcohol content remained low, consumers 
focused on issues o f taste, thirst quenching, and hunger satisfaction, particularly when 
food was scarce. Alcohol was also used for medicinal purposes, including sedation and 
the alleviation o f pain (Vallee, 1999).
The world’s use of and opinions towards alcohol remained unchanged for 
thousands o f years until technological developments in 700-750 AD which allowed for 
the distillation and, therefore, the production of highly concentrated forms of alcohol. 
Joining the traditionally low alcohol and nutritious beers and wines were beverages with 
sufficient levels of alcohol to cause the extensive social and medical problems that 
continue to this day. In spite o f an increase in problematic use throughout the next few 
hundred years and growing religious antagonism towards alcohol, there was little support 
from the population for reducing the use of alcohol. Only after treated water supplies
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made water a safe beverage in the 19th century did a significant portion of the public 
begin to turn away from alcohol. It was also around this time that two European medical 
graduates published essays on drunkenness and alcoholism, the latter of which was 
identified as a chronic and life-threatening disease accompanied by jaundice, wasting, 
and mental dysfunction (Vallee, 1999).
Over the last two centuries, research has continued to focus on the problematic 
effects o f alcohol use. This is likely a consequence of the astounding global prevalence 
o f alcohol use disorders. According to the W orld Health Organization (2001a), 
approximately 90 million people around the world live with a substance use disorder. In 
the general population, the lifetime risk of alcohol dependence is approximately 14% 
while the prevalence of current alcohol dependence is approximately 5% (American 
Psychiatric Association, 1994). Globally, alcohol use causes as much death and 
disability as measles and malaria together. In developed countries, alcohol use is the 
leading cause of male disability and the tenth leading cause of female disability. This 
makes alcohol use the fourth leading cause o f years lived with disability worldwide, more 
than life lost to death and disability from both tobacco and illegal drugs combined (World 
Health Organization, 2001a). Importantly, hazardous alcohol use not only affects an 
individual physically, but also compromises psychological, social, and financial well 
being. Alcohol abuse also takes its toll on the families and friends of these individuals, as 
well as the societies to which they belong. Given the widespread effects of alcohol 
problems, the World Health Organization (2001a) has concluded that “alcohol is a 
significant threat to world health” (p. 1).
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In spite of the relatively high prevalence of alcohol use disorders and potential for 
serious problems, only about one-third of those afflicted tend to seek treatment, the most 
common form of this being merely speaking with a family physician (Cunningham & 
Breslin, 2004; Statistics Canada, 2002). O f those who do seek treatment, managing 
withdrawal symptoms tends to be a primary focus. This is sometimes followed by 
ongoing treatment, including inpatient or outpatient, individual or group, self-help or 
mutual-help such as Alcoholics Anonymous, brief or long-term, and medication. In 
recent decades, these treatments have evolved as growing attention has been paid to 
alcohol use disorders and the recognition that treatment efficacy is dependent on various 
factors, including an individual’s particular needs and resources.
Even though treatment for alcohol problems has evolved in recent decades, the 
majority of traditional treatment approaches, such as twelve-step programs, are 
abstinence-based. As such, they tend to conceptualize outcome as a dichotomous 
variable of either abstinence or relapse, where relapse is considered equivalent to 
treatment failure (Centre for Addiction and Mental Health, 2003). While many have 
responded positively to these approaches, others have found the philosophy to be 
unappealing and/or too restrictive. This has led to the development of the relapse 
prevention model which was developed in the mid 1980s by Marlatt and Gordon. It 
differs from the traditional treatment of addictive behaviours as it conceptualizes relapse 
as a transitional process that is a common part of recovery, not a dichotomous variable 
that is equated with success or failure (Annis, 1986; Marlatt & Gordon, 1985). This 
understanding allows practitioners to intervene in the relapse process by targeting relapse 
episodes in an effort to reduce and prevent them, and therefore improve treatment
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outcome (Larimer, Palmer, & Marlatt, 1999). It also helps lessen the personal anguish 
and lowered esteem associated with relapse episodes.
The purpose of this paper is to examine the relationship between readiness to 
change and treatment outcome for individuals with alcohol use disorders who participate 
in a relapse prevention treatment program. The role o f readiness to change is a particular 
focus, as individual motivation may play a critical role in treatment outcome and, 
consequently, such motivation has become a client variable gaining increasing attention 
in both research and practice. Only a handful of studies have examined treatment 
outcome of relapse prevention programs for individuals with alcohol problems, and even 
fewer have explored the relationship between readiness to change and treatment outcome 
for individuals who engage in hazardous alcohol use. No study has yet examined the 
relationship between readiness to change, assessed along a continuum, and relapse 
prevention treatment outcome for individuals with alcohol use disorders. Furthermore, 
no study has utilized the continuous version of the Readiness to Change Questionnaire 
with a treatment seeking population. The paper will begin with a review of the literature 
on alcohol use disorders, followed by a review of relapse prevention treatment programs 
and readiness to change.
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REVIEW OF THE LITERATURE 
Alcohol Abuse and Dependence: A Continuum of Difficulties 
Alcohol use is not an all or nothing activity, but exists on a continuum from mild 
to severe. While some individuals engage in rare instances of limited or moderate social 
drinking, others engage in regular drinking and some engage in frequent, heavy use of 
alcohol.
Alcohol problems also exist on a continuum of severity, ranging from binge 
drinking and alcohol abuse to alcohol dependence. Binge drinking is a pattern o f alcohol 
use that has received an increasing amount of attention in recent years, as it is the type of 
problem drinking most often engaged in by young North American adults in the 18-21 
year-old age range (Department o f Health and Family Services, 1996). Binge drinking is 
defined as the consumption of a large amount of alcohol within a short period of time, be 
it hours or days. It is harmful because it results in immediate and severe intoxication and 
can lead to alcohol poisoning, severely impaired judgement, and risk-taking behaviours. 
Alcohol abuse is a serious pattern o f alcohol use, manifested by the recurrent use of 
alcohol despite significant adverse consequences, including problems with work, the law, 
health, family life, and relationships. Alcohol dependence is the most severe form of 
hazardous alcohol use. It is a chronic and often progressive problem that is associated 
with a compulsion to drink. Alcohol-dependent individuals typically devote a substantial 
amount o f time to obtaining alcohol, drinking, and recovering, despite repeated social, 
psychological, medical, and interpersonal problems. While some individuals may 
experience a physiological dependence on alcohol, evidenced by tolerance or withdrawal 
symptoms, others may not. Other signs of alcohol-dependence include escalating alcohol
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intake with time, making continuing unsuccessful attempts to cut down, and/or 
continuing to abuse alcohol despite persistent and recurring alcohol-related physical, 
psychological, and social problems. It is important to recognize that the quantity and 
frequency of drinking are not specified in the Diagnostic and Statistical M anual of 
Mental Disorders (DSM-IV: American Psychiatric Association, 1994) criteria for a 
diagnosis of alcohol abuse or alcohol dependence. Rather, the essential elements of these 
diagnoses include the compulsion to drink despite adverse consequences (American 
Psychiatric Association, 1994; Department of Health and Family Services, 1996; Drug 
Info Clearinghouse, 2003).
The Prevalence o f Alcohol Use Disorders
According to the World Health Organization (2001a; 2001b), recorded alcohol 
consumption has fallen steadily among adults in most developed countries since the 
1980s. However, it has risen steadily in the developing countries and countries of the 
former Soviet Union. As already noted, an estimated 90 million people around the world 
live with a substance use disorder (World Health Organization, 2001a). The 2001 W orld 
Health Report stated that the prevalence o f alcohol use disorders (harmful use and 
dependence) in 2000 was approximately 1.7% globally. This equated to 2.8% for men 
and 0.5% for women. Importantly, the prevalence of alcohol use disorders varies widely 
across the world, ranging from very low levels in regions such as the Middle East to over 
5% in North America and parts of Europe. For example, the W orld Health Organization 
estimates the prevalence of alcohol dependence to be less than one-half o f 1 % of the 
adult population in Bangladesh, 1-2% in Western India, 2% in Belgium, and 4% in 
Austria (World Health Organization, 2000a; 2000b). Studies have also shown that
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approximately 2.6% of Canadians, 3.5% of Australians, and up to 7% of Americans meet 
criteria for alcohol-dependence during any one-year time period (American Psychiatric 
Association, 1994; Statistics Canada, 2002; Teesson, Hall, Lynskey, & Degenhardt, 
2000). The American Psychiatric Association (1994) estimated a lifetime risk for alcohol 
dependence at 14% in North America.
Gender differences in prevalence rates are also evident. According to the 
American Psychiatric Association (1994), alcohol abuse and dependence are more 
common in males, with an estimated male-to-female ratio of 5:1 (although the gender gap 
narrows with age). The International Research Group on Gender and Alcohol took these 
findings one step further as it compared gender differences in drinking patterns in 16 
general population surveys from 10 countries, including Australia, Canada, Finland, 
Russia, and the United States. Findings coincided with those of the American Psychiatric 
Association as they revealed that men were more likely to drink and have alcohol-related 
problems than women in all countries (Wilsnack & Wilsnack, 2002). However, 
significant variations were found regarding the magnitude of gender differences, 
suggesting the influence of sociocultural factors. According to Statistics Canada (2002), 
approximately three times as many Canadian men meet criteria for alcohol dependence as 
Canadian women. Despite the significant differences noted in prevalence rates, alcohol 
use disorders have been increasing in prevalence among women since the Second World 
War, perhaps as a result of their changing roles and societal demands. Lastly, even 
though women remain less likely to be identified and diagnosed with an alcohol problem, 
they are more likely to seek help compared to men (Bijl & Ravelli, 2000; Bland, 
Newman, & Orn, 1997; Brienza & Stein, 2002 Proudfoot & Teesson, 2002; Thom, 1986).
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Alcohol Use: Physical Consequences
Although some studies have shown health benefits associated with moderate 
alcohol consumption, such as a reduced risk of cardiovascular disease, most studies focus 
on alcohol’s deleterious physical, psychological, and social consequences. For example, 
heavy alcohol use is associated with various short-term physical consequences including 
hangovers, headaches, nausea, shakiness, and vomiting. It is also associated with 
violence, poor judgement, risky behaviours, road trauma, and falls. While drinking 
excessively on occasion may cause short-term problems for some, drinking excessively 
on a more regular basis contributes to significant impairment for others. Alcohol abuse 
and dependence are often associated with physical symptoms such as increased tolerance 
and withdrawal symptoms including tremors, sweating, anxiety, and vomiting. Vitamin 
deficiencies, sexual impotence, reproductive problems, raised blood pressure, increased 
risk of stroke and heart failure, as well as chronic conditions such as cirrhosis of the liver, 
some cancers, pancreatic damage, and ulcers have also been linked with ongoing heavy 
drinking. Chronic alcohol use can also damage the brain and lead to cognitive 
impairments such as dementia, difficulties with co-ordination and motor control, and 
sensory changes in the feet (American Psychiatric Association, 1994; Centre for 
Addiction and Mental Health, 2003; Drug Info Clearinghouse, 2003; W orld Health 
Organization, 2001a).
Alcohol Use: Psychological Comorbidity
Research has shown that individuals who engage in heavy alcohol use are at a 
higher risk of experiencing other forms of psychopathology. According to the National 
Comorbidity Survey, approximately 52% of individuals with a lifetime history o f alcohol
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Readiness to Change 9
abuse also have a comorbid DSM Axis I diagnosis (Kessler, McGonagle, Zhao, Nelson, 
Hughes, Eshleman et al., 1994). Other studies suggest that the odds of having an 
affective disorder are 4 times higher, an anxiety disorder 3 times higher, and a drug use 
disorder 10 times higher among individuals with an alcohol use disorder (Burns & 
Teesson, 2002). For example, Grant and Harford (1995) examined results from the 
National Longitudinal Alcohol Epidemiology Study in which 42,862 American adults 
were interviewed. Findings revealed that 32.5% of individuals with major depression 
met criteria for a lifetime diagnosis of alcohol dependence. Additionally, approximately 
21% of individuals who met diagnostic criteria for major depression in the previous year 
also met criteria for alcohol abuse or dependence, compared to approximately 7% of 
individuals with no evidence of major depression. Other studies have estimated the rate 
of comorbidity between concurrent affective and alcohol use disorders to be between 
28.2% and 30.5% (Ross, 1995; Schuckit, Tipp, Bucholz, Nurnberger, Hesselbrock,
Crowe et al., 1997; Spanner, Bland, & Newman, 1994). According to Lynskey (1998), 
this comorbidity is further elevated in treatment seeking samples, with estimates ranging 
from 25.7% (Penick, Powell, Liskow, Jackson, & Nickel, 1988) to 67% (Grant, Hasin, & 
Harford, 1989). Lynskey summarized findings from similar studies and estimated that 
approximately 36% of individuals seeking treatment for alcohol problems also live with a 
mood disorder. These findings suggest the possibility that “the co-occurrence of 
affective disorders may be an important determinant of treatment seeking” (p. 201).
Comorbidity with alcohol use disorders extends beyond the depressive disorders. 
Individuals who abuse alcohol are also more likely to meet criteria for bipolar disorder. 
While the prevalence of bipolar disorder is estimated at 1 % in the general population,
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Readiness to Change 10
approximately 3% of alcoholics meet diagnostic criteria (Helzer & Pryzbeck, 1988; 
Schuckit et al., 1997). Anxiety disorders are also more common in individuals with 
alcohol problems. The lifetime prevalence rate of anxiety disorders in individuals with 
alcohol dependence is approximately 9.4%, significantly higher than the reported 3.7% of 
individuals without alcohol problems (Schuckit et al., 1997). Additionally, Brandell and 
Ekselius (1995) investigated the prevalence of personality disorders in 40 individuals 
admitted for alcohol detoxification and found that 58% met DSM-III-R criteria for at 
least one personality disorder.
Evidence of high comorbidity in alcohol use disorders is particularly problematic 
as the presence of co-occurring psychological disorders increases the risk of 
complications, a difficult course of treatment, and, therefore, higher service utilization 
and a poorer outcome (American Psychiatric Association, 1994; Proudfoot & Teesson, 
2002). In fact, the rate o f suicide among individuals suffering from alcohol dependence 
is estimated at six times that of the general population (Centre for Addiction and Mental 
Health, 2003). This coincides with findings that approximately 10% of individuals with 
substance dependence commit suicide, “often in the context of a substance-induced mood 
disorder” (American Psychiatric Association, 2000, p. 207).
Alcohol Use: Social Consequences
In addition to physical and psychological consequences, individuals who engage 
in regular heavy drinking often experience social problems. For example, compromised 
work performance, absenteeism, accidents at work, lost earnings, and legal problems are 
often experienced by individuals with alcohol use disorders. Automobile, home, and 
industrial accidents are a major complication of substance intoxication and result in a
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significant rate of morbidity and mortality. Approximately one-half of all highway 
fatalities involve the use of alcohol in either a driver or a pedestrian (American 
Psychiatric Association, 1994). Financial difficulties may also result from problems at 
work, ending up on disability support payments, or the cost of treatment. Heavy alcohol 
users may also experience problems in their relationships with family and friends, as their 
alcohol use often takes precedence over relationships with others (Drug Info 
Clearinghouse, 2003; World Health Organization, 2001a).
Family and friends are also affected by the addictive behaviour, as they have to 
deal with being witness to the physical, psychological, and social deterioration o f the 
afflicted individual. The anguish and stigma of having a loved one with an alcohol 
problem may also take a toll. Loved ones may become involved in the caregiving and/or 
financial support of the individual and his/her treatment. They may also take time off 
work to support the individual or care for themselves. Employers are left with an 
economic burden due to reduced productivity and contributions made to an employee’s 
treatment and care. Ultimately, society is burdened with the economic provision of 
mental health care and general medical care, reduced productivity, and the strain on the 
criminal justice system. The World Health Organization (2001b) estimated that alcohol 
was responsible for 7.52 billion Canadian dollars in costs in 1992.
Natural Recovery from Alcohol Use Disorders
As already mentioned, only one-third of individuals with alcohol use disorders 
enter into treatment every year (Statistics Canada, 2002). The others choose to be left to 
their own devices for a variety of reasons. While many of these individuals continue to 
engage in their alcohol use, others are determined to quit on their own and recover
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“naturally” from their problematic alcohol use. These “natural recoverers” have become 
the focus of much interest within the addictions field as they have resolved their alcohol 
problems without formal treatment interventions. According to Tucker and King (1999), 
“although resolution rates vary according to how remission is defined and measured, 
natural resolutions appear to be more common than treatment-assisted ones and are more 
likely to involve moderation outcomes, at least in the case o f resolving alcohol problems” 
(p. 101). A number of factors have been associated with natural recoveries. For 
example, age plays a role as alcohol use is highest among adolescents and young adults, 
but declines with age, as many substance abusers “mature out” of their alcohol misuse. 
Environmental factors, such as physical health, intimate relationships, finances, social 
relationships, and even significant incidents such as escape from an arrest or injury, have 
also been found to play an important role in the resolution process (Stall & Biernacki, 
1986; Tucker & King, 1999).
While the availability of interventions as well as the perceived efficacy of and 
barriers to treatment play a significant role in the process of recovery, Donovan and 
Rosengren (1999) reviewed various personal characteristics that also contribute to the 
decision to seek formalized treatment. According to their review, these individuals 
(when compared to those who resolve problems on their own or through self-help group 
participation) experience more objective and subjective substance dependence, may 
engage in more frequent and greater use of substances, experience more negative 
consequences of their substance use, are more likely to feel that their lives are out of 
control, experience more problems and express a greater need for help in various life 
areas (e.g., physical and psychological health, social and interpersonal relationships,
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finances, legal status, living arrangements), have poorer psychosocial functioning and 
fewer social resources, and are under greater pressure to seek treatment.
The Treatment of Alcohol Use Disorders
Even though only a small percentage of individuals with alcohol use disorders 
enter into treatment, this equates to millions of people around the world every year.
These astounding figures have fuelled the development of a variety of treatment 
programs. Some of the well-known interventions include twelve-step self-help groups, 
family/couples therapy, and cognitive-behavioural programs.
Twelve-step self-help groups, such as Alcoholics Anonymous (A. A.), are some of 
the most commonly sought after sources of help for individuals wishing to cease their 
alcohol use (National Institute on Alcohol Abuse and Alcoholism, 2000). Alcoholics 
Anonymous is a “worldwide fellowship” with over 100,000 groups and 2,000,000 
members in 180 countries. Twelve-step programs encourage members to remain 
abstinent and take things one day at a time, rather than worrying about the past or future. 
The title “Twelve-Step” comes from the program ’s suggested 12 consecutive steps (or 
activities) to recovery. These include admitting powerlessness over alcohol and making 
amends to all o f those whom an individual has harmed. Groups welcome anyone who 
abuses alcohol and are typically run by “recovering alcoholics” who can relate to the 
struggles of those with current alcohol problems, not trained therapists (Alcoholics 
Anonymous, 2004).
Family and couples therapy are other common forms of treatment for individuals 
with alcohol use disorders. These therapeutic interventions can be broken down into 
three main approaches: the family disease approach, the family systems theory approach,
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and a behavioural approach. The family disease approach considers alcohol dependence 
to be a chronic and progressive disease with recognized symptoms and a generally 
predictable course. W hile supporters of the disease model typically focus on the role of 
genetics in the vulnerability to alcoholism, they also acknowledge the role of 
environment. The family systems approach views alcohol use disorders as symptoms of 
family dysfunction. As such, family members not only contribute to, but also help 
maintain an individual’s alcohol problems. Therapy encourages family members to 
change their patterns of behaviour and communication habits, which are thought to 
enable an individual’s sobriety and family growth. Lastly, the behavioural approach 
acknowledges the reciprocal interaction between alcohol and relationship problems. 
Because family members are recognized as part of the problem, they are also considered 
to be critical to the recovery process. As a result, not only are alcohol-specific 
behaviours targeted, but so, too, are relationship factors that are conducive to abstinence. 
For example, family members are encouraged to reward sobriety and given shared 
assignments to enhance support, cohesiveness, and communication (National Drug and 
Alcohol Research Centre, 2003).
Cognitive behavioural interventions encompass a variety of treatments, all of 
which share two core elements. The first is the belief that excessive drinking is 
maintained by deficits in the ability to cope with life stress in general and alcohol cues in 
particular. The second is the incorporation of some form of skills training to address 
cognitive and behavioural skill deficits. As such, the goal is to help clients unlearn 
unwanted reactions and learn new ways of acting by improving an individual’s cognitive 
and behavioural skills. Therapeutic techniques focus on identifying and challenging
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problematic thoughts and behaviours and include such things as cue exposure, 
counterconditioning, identifying and challenging thinking errors, social skills training, 
assertiveness training, and goal setting. According to the National Drug and Alcohol 
Research Centre (2003), cognitive behavioural interventions are often rated among the 
most effective approaches for treating persons with alcohol use disorders, although 
studies tend to demonstrate that no one therapeutic intervention is superior to the others 
in the shorter-term (Project Match Research Group, 1997).
W hile many of the above-mentioned treatment interventions have well- 
documented short-term efficacy for excessive alcohol use, there is little evidence linking 
them with long-term change without additional interventions. According to the National 
Drug and Alcohol Research Centre (2003), around 60% of individuals return to problem 
drinking within the first year o f treatment. These findings are alarming and may have 
contributed to the development of the relapse prevention model -  a now widely adopted 
cognitive-behavioural treatment intervention for various problematic behaviours, 
including alcohol use. The relapse prevention (RP) model was developed by Marlatt and 
Gordon and published in 1985. RP aims to maintain long-term abstinence or controlled 
drinking behaviours, depending on the client’s expressed goals, and to decrease the 
severity of relapse if it does occur. It incorporates various aspects of cognitive 
behavioural therapy as techniques include skills training, cue exposure, cognitive 
restructuring, and lifestyle balancing. Since the present study will be conducted within 
the domain o f an RP treatment program, it is important to discuss RP in greater detail.
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Relapse Prevention
According to Marlatt and Gordon (1985), addictive behaviours, such as alcohol 
use disorders, are effective yet maladaptive coping responses to stressful events. In fact, 
one of the major obstacles in treatment is overcoming the short-term effectiveness of 
these behaviours, as their efficacy serves as reinforcement for the addictive behaviour, 
despite the realization of various negative longer-term consequences. Because of these 
factors, addictive behaviours are often difficult to modify and relapses are common. 
Therefore, Marlatt and Gordon believed that focusing on preventing and coping with 
relapse episodes in treatment would enhance outcomes.
Marlatt and Gordon (1985) defined relapse as a return to constant and/or heavy 
use of a substance over a long period of time. A relapse is different from a lapse, defined 
as a relatively isolated use of a substance after a period of abstinence -  or heavy use after 
a period of controlled use. Marlatt and Gordon recognized that certain factors can 
precipitate or contribute to lapse/relapse episodes including immediate determinants and 
covert antecedents. Immediate determinants of lapses/relapses include high-risk 
situations, coping skills, outcome expectancies, and the abstinence violation effect. 
Covert antecedents of lapses/relapses include lifestyle factors. Individuals in RP 
programs are asked to assess various factors including intrapersonal high-risk situations 
such as negative emotional states (e.g., anger, anxiety, depression, boredom), positive 
emotional states (e.g., celebration, happiness), interpersonal high-risk situations (e.g., 
conflict, social pressure), and exposure to stimuli or cues related to the addictive 
behaviour. Importantly, high-risk emotions, situations, and stimuli vary from person to 
person and even within each individual. Since many people often cope with distress by
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using substances to self-medicate, developing new coping skills is emphasized in 
treatment. Lifestyle factors (e.g., overall stress level) are also examined as they may 
amplify an individual’s vulnerability to lapse/relapse by increasing exposure to high-risk 
situations and decreasing motivation to resist engaging in the addictive behaviour in high- 
risk situations. As such, the aim of RP treatment programs is to help individuals to not 
only identify the factors contributing to their addictive behaviour and lapse/relapse 
episodes, but also to develop more appropriate cognitive and behavioural strategies to 
deal with these factors in order to prevent and/or limit lapse/relapse episodes. Potential 
and actual relapse episodes are key targets for the development of intervention strategies, 
as individuals are taught to anticipate and cope with potential relapse situations (Larimer, 
Palmer, & Marlatt, 1999). Ultimately, these skills will improve participants’ abilities to 
achieve and maintain their goal of either abstinence or controlled drinking.
While the theory of RP programs remains fairly constant across settings, these 
programs may vary in their delivery, as they may be offered in an inpatient or outpatient 
setting, on an individual or group basis, as a primary or secondary (e.g., aftercare) 
intervention, and in varying frequency and intensity. According to Schmitz, Oswald, 
Jacks, Rustin, Rhoades, and Grabowski (1997), costs and benefits associated with the 
type of modality in which RP is delivered should be examined to ensure the most 
appropriate match between client and treatment. For example, inpatient treatment may 
not provide patients with the opportunity to encounter everyday problems that contribute 
to their addictive behaviour or real-life opportunities to practice their newly acquired 
skills. Additionally, while individual treatment may be the most effective format for 
targeting clients’ individual needs, group treatment may provide increased support and
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encouragement (Irvin, Bowers, Dunn, & Wang, 1999; Marlatt & Gordon, 1985; Schmitz 
et al„ 1997).
The Efficacy of Relapse Prevention
Numerous studies have assessed the efficacy of RP treatment programs for 
addictive behaviours. However, most of these have assessed individuals who engage in 
smoking and drug use, making a review of research restricted to problem drinkers alone a 
challenge. Therefore, the following review will include an examination o f research on 
RP and various kinds of addictive behaviours.
In their meta-analyses examining the effectiveness of RP treatment across various 
addictive behaviours, Carroll (1996) and Irvin, Bowers, Dunn, and W ang (1999) found 
that RP is more effective than no-treatment control conditions for individuals with 
addictive behaviours. Allsop, Saunders, Phillips, and Carr (1997) assessed 60 male 
problem drinkers attending an alcohol treatment unit. Those assigned to an RP treatment 
group had significantly better outcomes than no-treatment controls, evidenced by a 
significantly greater probability of total abstinence and longer time to an initial lapse or 
relapse. Kelly, Halford, and Young (2000) assigned 32 women with alcohol problems to 
either an alcohol-focused treatment that included RP or a waiting-list control group. The 
RP intervention was associated with significant improvements in alcohol consumption at 
1-month follow-up and these effects were sustained at 12-months post-treatment.
Stevens and Hollis (1989) studied 744 smokers and found that those who underwent RP 
treatment showed significantly higher rates of abstinence compared to those who were in 
a no-treatment control group. Stevens, Glasgow, Hollis, Lichtenstein, and Vogt (1993) 
approached 1,119 hospitalized smokers, regardless of their interest in quitting smoking.
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They conducted a single-session, in-hospital RP intervention and compared it with no 
intervention. Individuals who received the RP intervention showed significantly higher 
abstinence rates at both 3-month and 1-year follow-up.
While RP is more effective than no treatment, research suggests that it is 
comparable to other active treatments in the shorter-term (Carroll, 1996; Irvin et al.,
1999; Larimer, Palmer, & Marlatt, 1999). Ito, Donovan, and Hall (1988) compared RP 
with interpersonal process aftercare groups for 39 alcoholic men in eight weekly aftercare 
sessions. Although differences between the two groups were not significant, researchers 
found a non-significant trend favouring RP on various measures including alcohol 
consumption, alcohol-related impairment, drinking days, time to first drink, abstinence, 
as well as attendance at post-treatment and 6-month follow-up. Annis and Davis (1989) 
compared RP with self-efficacy counseling for 83 alcoholic individuals who had 
completed a 3 week inpatient program. No significant differences were found at 6-month 
follow-up. Stephens, Roffman, and Simpson (1994) compared RP with a social support 
group intervention for 212 individuals in treatment for marijuana use. No significant 
differences were found in abstinence rates or days of marijuana use 12 weeks post 
treatment. Carroll, Rounsaville, and Gawin (1991) evaluated treatment outcome for 42 
cocaine abusers exposed to either RP or interpersonal psychotherapy over 12 weeks. No 
significant differences were found. According to Carroll (1996), these findings are 
similar to those in the general psychotherapy literature examining treatment outcome, 
which have pointed to the effectiveness of active psychotherapy relative to no-treatment 
controls, but little difference between different forms of psychotherapy or attention- 
placebo control treatments.
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Project Match took these findings one step further. Project Match was an 8-year 
multi-site study that examined how individuals with alcohol problems responded to 
different treatment approaches. A total of 1,726 individuals with alcohol problems were 
randomly assigned to one of three individually administered interventions, including a 
12-step program (e.g., Alcoholics Anonymous), a cognitive-behavioural coping skills 
program, and a motivational enhancement group. Researchers hypothesized that by 
matching individuals to particular therapeutic modalities based upon their personal 
characteristics, treatment outcome could be enhanced. Even though these three forms of 
therapy differ significantly in philosophy and procedures, few differences were found in 
treatment outcome. However, significant differences were noted in abstinence rates, as 
those in the 12-step program evidenced higher rates o f abstinence at 9- and 12-months 
follow-up (Project Match Research Group, 1997). Ouimette, Finney, and Moos (1997) 
found similar results after comparing the effectiveness of 12-step and cognitive 
behavioural therapy models of substance abuse treatment. Three thousand and eighteen 
individuals were examined. Overall, no significant differences were found as participants 
across all programs showed significant reductions in alcohol consumption at 1-year 
follow-up. Additionally, regardless o f the intervention, fewer individuals at follow-up 
met criteria for alcohol dependence, reported problems from substance use, met criteria 
for clinical depression and anxiety, had legal problems, were unemployed, were 
homeless, or were in jail. However, similar to Project Match, those who participated in 
the 12-step treatment were more likely to be abstinent at the 1-year follow-up. These 
findings are not suiprising given the different philosophies of 12-step and RP programs. 
That is, individuals who attend 12-step programs are forced to set a goal of abstinence,
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while those who attend RP programs can set their own goals, ranging from controlled 
drinking to total abstinence. Therefore, it would be expected that individuals attending 
12-step programs would demonstrate a greater rate of abstinence (Ouimette, Finney, & 
Moos, 1997).
Delayed emergent effects.
Although few differences have been found between RP and other active treatment 
modalities in the shorter-term, research suggests that RP produces delayed emergent 
effects (Carroll, 1996; Irvin et al., 1999). As such, its unique strength may lie in its 
ability to produce continuing improvements in the longer-term (i.e., 1-year or more post 
treatment). According to Larimer, Palmer, and Marlatt (1999), these delayed emergent 
effects are indicative of the RP goal of enabling the development and implementation of 
generalized coping skills which often take time to learn and practice. Consequently, 
“relapse prevention effects become more obvious as patients acquire additional practice” 
(p. 158).
Numerous studies have demonstrated the evolution o f these delayed emergent 
effects months and even years following treatment. O ’Malley, Jaffe, Chang, 
Schottenfeld, Meyer, and Rounsaville (1992) compared the efficacy of RP with 
supportive therapy for 97 alcohol-dependent individuals. At 6-month follow-up, 
participants who received RP treatment were least likely to relapse (O’Malley et al., 
1994). Carroll, Rounsaville, Gordon, Nich, Jatlow, Bisighini et al. (1994) evaluated 
psychotherapy (either RP or supportive clinical management) and pharmacotherapy 
(either desipramine or placebo) for 139 cocaine abusers in a 12-week abstinence trial. 
Delayed emergent effects for the RP group were evident at 1-year follow-up, as indicated
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by significant continuing improvement in days o f use and addiction severity compared to 
individuals who had received clinical management. Stevens and Hollis (1989) studied 
744 smokers who were randomly assigned to a 3-week intervention that consisted of 
either RP treatment, a discussion control group, or a no-treatment control group. 
Individuals who were part of the RP condition evidenced significantly higher rates of 
abstinence when compared to the control conditions at 1-year follow-up. Still, not all 
studies have found delayed emergent effects. Stephens, Roffman, and Simpson (1994) 
examined individuals in treatment for marijuana use who were exposed to either RP or a 
social support group intervention. They found no significant treatment effects post­
treatment or at 1-year follow-up. Allsop, Saunders, Phillips, and Carr (1997) examined 
60 problem drinkers attending an alcohol treatment unit. These individuals were 
assigned to either an RP treatment group, discussion group, or no-additional treatment 
group. The RP and discussion groups consisted of eight 1-hour sessions over a 2 week 
period. While those assigned to the RP condition evidenced better outcomes at 6-month 
follow-up compared to the other two groups, these gains were eroded by the 12-month 
follow-up. Importantly, the authors suggested that a lack of statistical power may have 
contributed to these results.
Additional benefits o f  the RP treatment model.
In spite of some incongruous findings regarding the delayed emergence of 
positive effects, RP treatment is associated with other unique benefits. For example, RP 
is often associated with a reduction in the severity of relapse episodes if they occur (even 
though RP may not differentially prevent relapses from occurring; Carroll, 1996; Irvin et 
al., 1999; Saunders & Houghton, 1996). O’Malley et al. (1992) assessed 97 individuals
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who had been treated with RP or supportive therapy for alcohol problems. Although 
those in the supportive condition were more likely to remain abstinent (a hypothesized 
consequence of the program’s clear abstinent philosophy), participants in the RP 
condition were less likely to relapse into heavy drinking, as they reported fewer drinks 
per day and per drinking occasion if drinking was undertaken. Chaney, O ’Leary, and 
Marlatt (1978) assessed an RP skills training approach compared with a discussion 
control and no-treatment condition for 40 alcoholic inpatients. Although no significant 
differences were found in the percentage of participants who relapsed, individuals who 
participated in the RP approach evidenced significantly fewer days drunk, total number 
of drinks, and length of drinking period compared to the two control groups at 1-year 
follow-up. McCrady, Epstein, and Hirsh (1999) assigned 90 males with alcohol 
problems to one of three conditions. The first group received behavioural couples 
therapy (BCT). The second group received BCT and RP. The last group received BCT 
and attended Alcoholics Anonymous. W hile these groups did not evidence significant 
differences on percentage of days abstinent, which increased, and number o f heavy 
drinking days, which decreased, subjects who participated in RP tended to have shorter 
drinking episodes than those who participated in Alcoholics Anonymous. Lastly, Davis 
and Glaros (1986) assessed 45 smokers in treatment. They found that those who 
participated in the RP condition evidenced longer periods to relapse and smoked 
significantly fewer cigarettes during a relapse.
Another unique benefit o f RP is its enhanced efficacy with more impaired 
substance abusers, including those with more severe levels of substance use, higher levels 
of negative affect, and greater perceived deficits in coping skills. Carroll et al. (1991)
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examined 42 cocaine abusers who were assigned to either RP or interpersonal 
psychotherapy for a 12-week treatment intervention. Findings revealed that the more 
severe cocaine users benefited most from the RP treatment as they achieved greater 
periods of continuous abstinence compared with the severe patients who received 
interpersonal psychotherapy. Kadden, Cooney, Getter, and Litt (1989) assessed 96 
alcohol aftercare patients and found that those who were higher in psychopathology 
benefited more from an RP approach than an interactional approach, as evidenced by 
slower relapse rates. These gains were maintained at 2-year follow-up (Cooney, Kadden, 
Litt, & Getter, 1991). Annis and Davis (1988) compared RP and counseling for 83 
alcoholic individuals who had just completed a 3-week inpatient program. Although no 
main effects for treatment type were found, an effect favoring RP for individuals with 
specific deficits in coping skills was reported. Further evidence comes from Chaney et 
al. (1978), who found significant differences in the acquisition o f coping skills o f 
alcoholic inpatients who participated in an RP treatment, compared to those who 
participated in a discussion control and no-treatment condition.
In summary, treatment outcome studies have produced mixed findings regarding 
the efficacy of RP. W hile research has shown it to be more effective than no treatment 
(Allsop et al., 1997; Kelly et al., 2000; Stevens et al., 1993; Stevens & Hollis, 1989), it 
appears to be of equal efficacy to many other active interventions, at least in the shorter- 
term (Annis & Davis, 1989; Carroll et al., 1991; Ito et al., 1988; Ouimette et al., 1997; 
Project Match Research Group, 1997; Stephens et al., 1994). However, it may be more 
effective in the longer-term, with the delayed emergence of positive effects and 
continuing improvements more than one-year post treatment. It is hypothesized that
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continuing gains are a result of the development of more effective coping skills that are 
enhanced with time and experience (Larimer et al., 1999). While some studies provide 
support for delayed emergent effects (Carroll et al., 1994; O ’Malley et al., 1994; Stevens 
& Hollis, 1989), others do not (Allsop et al., 1997; Stephens et al., 1994). Additionally, 
although RP does not appear to prevent relapse compared with other approaches, it has 
been shown to reduce the severity of relapse episodes (Chaney et al., 1978; Davis & 
Glaros, 1986; McCrady et al., 1999; O ’Malley et al., 1992; Saunders & Houghton, 1996). 
Lastly, RP appears to be particularly effective for more impaired substance users, 
characterized by more severe levels of substance use, greater negative affect, and greater 
deficits in coping skills (Annis & Davies, 1989; Carroll et al., 1991; Chaney et al., 1978; 
Cooney et al., 1991; Kadden et al., 1989). All together then, research suggests that 
“relapse prevention is at least as effective, and perhaps more effective than other forms of 
treatment for substance abuse” (Schmitz et al., 1997, p. 406).
Critique of the Relapse Prevention Model and Associated Research
R P ’s strengths are also its weaknesses.
Although RP has numerous strengths, including its ability to target a problem 
behaviour, modify problematic cognitions and behaviours, enhance generalized as well as 
specific coping skills, and encourage learning from mistakes, it appears that many of its 
strengths can also be characterized as its weaknesses. For example, while RP 
interventions focus on presenting problems/ symptoms, they do not attend to factors that 
contributed to the development of the problem, thereby limiting the client’s insight and 
generalized outcome. Because RP is action-oriented, it may be ineffective with 
individuals who are only contemplating change and not yet ready to take action. Another
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drawback to the model is its failure to address comorbid conditions that may have 
contributed to and/or maintained the problem behaviour. Nonetheless, RP has much to 
offer in the way of treatment for various problem behaviours. As in all therapeutic 
interventions, it originates from a particular orientation that will be most effective with 
some individuals, particular presenting problems, and at certain points in the recovery 
cycle.
The assessment o f treatment outcome: A need fo r  comprehensive outcome
measures.
Another criticism of the research on RP treatment also extends beyond the 
specific intervention. A review of the literature on RP and other alcohol-related 
treatments draws attention to the tendency to define outcome and treatment success using 
alcohol related variables in general, and a dichotomous variable of abstinence or non­
abstinence in particular. For example, Swearingen, Moyer, and Finney (2003) reviewed 
701 alcoholism treatment outcome studies from 1970-1998 in an effort to assess trends in 
research over time. Findings revealed that the most common drinking outcome variables 
were the proportion of participants who were abstinent (assessed in 50% of published 
studies), followed by the quantity of alcohol consumed (44%) and amount o f time 
abstinent (28%). In addition, only 17% of the studies assessed dependence symptoms, 
16% assessed social functioning, 15% assessed depression, 10% assessed problems 
resulting from drinking, and 8% assessed the marital relationship.
These findings are problematic for a number of reasons. First, the equating of 
treatment outcome with abstinence from alcohol is inadequate as it forces researchers to 
make simplistic and, therefore, inaccurate conclusions about individuals with alcohol-use
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Readiness to Change 27
disorders. Individuals who manage to decrease the quantity and/or frequency of their 
alcohol-use are not failures as the literature tends to characterize them. Rather, they are 
models of success as any improvement, no matter how slight it may appear, is arduous 
and, therefore, deserving of positive regard. Second, successful treatment can result in 
improvements across a holistic set of variables. As mentioned earlier, hazardous alcohol 
use is associated with various physical, social, and psychological difficulties. It could 
therefore be expected that a change in drinking behaviour would also be associated with 
improvements in each of these domains. W hile a small percentage o f studies have begun 
to assess psychosocial functioning as an outcome variable, a greater percentage should 
incoiporate the holistic assessment o f treatment outcome due to the generalized nature of 
improvements from successful treatment. Lastly, it is important to recognize these 
holistic gains from a therapeutic standpoint as a failure to do so may not only produce 
incomplete and therefore inaccurate research results, but also hinder client and therapist 
motivation in treatment.
Inconsistent findings regarding delayed emergent effects.
A third problem relates to the inconsistent findings regarding delayed emergent 
effects. Although the production of delayed positive effects is intuitively appealing and 
would contribute to the unique offerings o f RP interventions, research findings are 
inconsistent. Numerous reasons are hypothesized. As already outlined, despite falling 
under the RP category, the RP programs mentioned deliver different types of treatment. 
As such, these programs have varied in terms of the frequency and intensity o f the 
program, as well as program content and management. While some have been carried 
out as the initial form of treatment, others are produced as aftercare (i.e., post withdrawal)
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interventions. Studies have also utilized different inclusion/exclusion criteria as some 
have assessed individuals with substance dependence while others have examined 
individuals who engage in substance abuse or hazardous use. Inpatients, outpatients, and 
aftercare patients have also been assessed, with few studies accounting for differences 
between these populations. Using different outcome measures has also affected results. 
While some studies associate outcome with rates of abstinence, percentage of days of 
substance use, amount of substance use, others have used number and extent o f relapses. 
Many have failed to account for comorbid conditions or engagement in additional 
treatment and support services. Importantly, there has also been a failure to account for 
some crucial client characteristics - particularly, readiness to change. This is an essential 
element to consider when examining treatment outcome and delayed emergent effects, as 
studies have found that pre-treatment stage of change is associated with treatment 
outcome for various problem behaviours including substance-use disorders (Prochaska & 
Norcross, 2001). However, no study has yet assessed the role o f readiness to change in a 
RP treatment program. This work is important as it may not only shed light on 
conflicting findings regarding delayed effects, but also help researchers and clinicians 
better match specific interventions with a client’s stage of change, and, consequently, 
further improve treatment outcome. Since readiness to change may be an important 
predictor of treatment outcome, a review of the literature will be undertaken.
The Transtheoretical Model of Change
After the death of his father (an alcoholic who distrusted psychotherapy and 
denied that his alcohol use and depression were problems), Dr. James Prochaska set out 
to study how people change. In his quest for understanding, Prochaska and his
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colleagues studied the major components of different schools of psychology. W hile it 
became evident that proponents of each orientation drew strength from the factors that 
differentiated their model from the others, it was also clear that no single approach was 
consistently superior to another. Additionally, even though the major therapies disagreed 
about what was needed to change and why problems developed, they tended to agree on 
how change was effected. This realization led Prochaska and his colleagues to examine 
the common components of the major therapies and develop a model that “respected the 
fundamental diversity and the essential unity of psychotherapy systems” (Prochaska, 
Norcross, & DiClemente, 2002, p. 25). However, they also wanted their model to reflect 
the recognition that many individuals with clinical disorders modify their behaviour 
without formal intervention. Therefore, Prochaska and his colleagues sought to develop a 
model that accounted for how people change a broad range of psychological and physical 
problems with and without therapy (Prochaska et al., 2002).
Prochaska and DiClemente (1982) named this the transtheoretical model (TTM) 
and it was the first to identify the structure of change. Interestingly, the model draws its 
name from its ability to transcend the major theories in psychology (Prochaska & 
Norcross, 1994). In summary, the model promotes the idea that treatment success or 
failure is not just a result of the type of treatment or ability of the therapist. It is also 
about the client’s readiness or motivation to change (Prochaska, DiClemente, &
Norcross, 1992). Although motivation may seem to be a simple client variable,
Prochaska and colleagues propose that readiness to change is a complex state that is 
affected by an infinite number of variables. In order to facilitate understanding of 
readiness to change, DiClemente and Prochaska (1998) proposed three main components
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of the TTM: stages of change, processes o f change, and levels of change. Each will be 
discussed in turn.
Stages o f  change.
The TTM outlines six stages through which people make their way when 
modifying behaviour, irrespective of whether or not they are in treatment. These stages 
consist of “specific tasks required to achieve successful, sustained behavior change” 
(DiClemente & Prochaska, 1998, p. 4). For example, in the precontemplation stage, 
individuals are not thinking about changing their behaviour as they typically do not 
believe that they have a problem. Their resistance to recognize and modify their 
behaviour is further affected by the tendency to see the negatives rather than the positives 
of behaviour change. As a result, precontemplators are not seriously considering change 
within the next 6 months and are dismissive of others’ expressed concerns. Because of 
the lack of motivation to change, precontemplators rarely present for treatment of their 
own free will. If they do present to therapy, they often do so because of pressure from 
others and treatment is typically unsuccessful. The contemplation stage is characterized 
by an individual’s awareness that a problem exists as well as serious consideration of 
problem resolution. While contemplators tend to weigh the pros and cons o f the problem, 
they are ambivalent about change as they struggle with the amount o f effort, energy, and 
loss involved in modifying or stopping their behaviour. Although a commitment to take 
action has not yet occurred as the individual is not quite ready for change, behaviour 
modification is intended, generally within the next 6 months. However, some individuals 
get “stuck” in the contemplation stage and may remain ambivalent for long periods of 
time (e.g., 2 years). These individuals are referred to as “chronic contemplators” as they
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do not make significant movement towards the preparation or action stages. Individuals 
in the preparation stage clearly recognize that the benefits of change far outweigh the 
drawbacks but they have great anxiety that they will fail. These individuals are getting 
ready to take action in the near future (e.g., the next month) and have likely made some 
reductions in their problem behaviours within the past year. Individuals in the action 
stage are committed to change and devote considerable time and energy to the 
modification of their behaviour, experiences, and environment. Accordingly, this stage is 
often characterized as the busiest and most demanding. These changes have occurred for 
a period of time between 1 day and 6 months and are typically aided by social support, 
skills training, and an environment o f like-minded individuals who encourage the change. 
Maintenance occurs after at least 6 months of continuing achievement of an individual’s 
goals while the threat of returning to old patterns becomes less powerful. As such, 
maintenance involves the consolidation of gains made during the action phase in an effort 
to stabilize behaviour change and prevent relapses. Individuals in the maintenance phase 
have adopted necessary attitudes and established an environment that enables their new 
behaviours to become lifelong practices. Importantly, maintenance is not a static state. 
Rather it is a continuation of change and, as a result, this stage may extend to an 
indeterminate period of time past the initial action. Furthermore, the threat of relapse is 
always present, and individuals may experience strong urges to engage in their problem 
behaviour. At times, these individuals may give in to temptation or try to test themselves 
which may trigger a relapse. If relapse does occur, individuals return to an earlier stage 
of change and work their way through the stages again. Importantly, many of these 
individuals are able to learn from their relapses by examining their triggers and working
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on their coping mechanisms. They are thus able to use this experience to prevent future 
lapses (Gold, 2001). The final stage, entitled termination, is the ultimate goal in the 
change process. Individuals are classified in the termination stage after they have 
completed the change process and have maintained their behaviour change for more than 
5 years. Importantly, these individuals no longer have to work to prevent a relapse as 
they experience no temptation to relapse and have total confidence in their ability to 
handle any high-risk situation (Prochaska et al., 1992; Prochaska & DiClemente, 1982; 
Prochaska & Norcross, 2001; Prochaska & Velicer, 1997).
The TTM was originally designed with change conceptualized as a linear 
progression through the six stages. Each step was simple and discrete. However, 
Prochaska and DiClemente soon realized that while a linear progression was possible, it 
was rare, especially when describing individuals with addictive behaviours. In fact, 
numerous researchers, including Prochaska and his colleagues, recognized that the 
majority of people attempting to modify an addictive behaviour are not successful on 
their first attempt. For example, Schachter (1982) found that smokers who were 
successful self-changers made an average of three to four action attempts before they 
were able to maintain their behaviour change. Norcross and Vangarelli (1989) found that 
people who make New Year’s resolutions often report five or more years of consecutive 
pledges before they are able to maintain their behaviour change for six months. It 
becomes apparent that for the majority o f individuals attempting to change, relapse is the 
norm, not the exception. These insights led the authors to reconsider their model and 
recognize that individuals typically progress through the stages in a spiral manner. That 
is, while individuals may progress from one stage to the next, from precontemplation
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towards termination, they often regress to an earlier stage when they relapse, a possibility 
that is always present. According to Prochaska and DiClemente (1984), most individuals 
who relapse “recycle” or return to the contemplation and preparation stages, and they 
may remain there for long periods of time due to feelings of embarrassment, shame, and 
guilt. However, Prochaska and DiClemente recognized that most relapsers do not recycle 
“endlessly in circles” or “regress all the way back to where they began” (Prochaska, 
DiClemente, & Norcross, 1992, p. 1105). Rather, most attempt to learn from their recent 
experiences and eventually prepare for their next action attempt when they try something 
different.
Processes o f  change.
The second component o f the TTM is composed of the processes of change. This 
is the reported heart of the model, as the processes facilitate movement though the 
various stages. True to the TTM, these processes were derived from shared principles of 
various therapeutic orientations, including cognitive, behavioural, experiential, and 
humanistic existential (DiClemente & Prochaska, 1998). These processes can be either 
“covert or overt activities that people engage in to alter affect, thinking, behaviour, or 
relationships related to particular problems or patterns of living” (Prochaska, & Norcross, 
1994, p. 457). Nine of the processes that have received the most empirical support to 
date include consciousness raising, social liberation, emotional arousal, self-reevaluation, 
commitment, counterconditioning, environmental control, contingency management, and 
helping relationship (DiClemente & Prochaska, 1998). Although each will be described 
in greater detail, it is important not to confuse these processes of change with techniques
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of change, as each process involves a strategy and utilizes various techniques (Prochaska 
et al., 2002).
According to Prochaska and Norcross (1994), individuals in the precontemplation 
stage tend to use significantly fewer change processes than people in any of the other 
stages. Nonetheless, there are a number of processes that can help facilitate movement 
from precontemplation to contemplation. For example, consciousness raising 
interventions, such as observations, confrontations, and interpretations, involve 
increasing awareness and information about the self and the problem. As such, these 
interventions can help individuals better understand the cause, consequences, and cures 
for their problems. Additionally, the process of emotional arousal is intended to aid an 
individual’s experience and expression of feelings, particularly about his/her problems 
and solutions. This process has been compared to consciousness raising, but is 
characterized as occurring on a deeper feeling level. Techniques used to elicit emotions 
include psychodrama and role playing (Prochaska & Norcross, 1994; Prochaska et al., 
2002).
While consciousness raising continues into the contemplation stage, new 
processes are also introduced. Self-reevaluation typically occurs with contemplators, 
who have gained awareness about themselves and their problems. Self-reevaluation 
interventions, such as value clarification and imagery, facilitate thought about when and 
how an individual’s problem behaviour conflicts with his/her personal values and core 
beliefs. This evaluation helps contemplators evaluate the pros and cons of their 
behaviours and helps move them towards action. Commitment is another process 
introduced in the contemplation stage, but focused on during preparation. Commitment
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involves not only choosing, but also committing to act. As such, it entails an individual’s 
belief in their ability to change and the acceptance of responsibility for their actions. For 
many, this involves a commitment to self about the choice to change as well as a pledge 
to others, by going public and announcing the choice to change to others. Public 
commitments are encouraged as these are recognized as powerful motivators.
Techniques include decision-making therapy and making resolutions (Prochaska & 
Norcross, 1994; Prochaska et al., 2002).
In addition to working on a commitment to change, social liberation tends to 
occur in the preparation phase and continue on from there. Social liberation involves the 
recognition of changing social norms that support healthy behaviours as well as the 
examination o f alternatives that facilitate efforts to change the environment. An example 
would be seeking out a no-smoking area for individuals trying to quit smoking. 
Techniques include empowering the individual and advocating for policy interventions. 
While counterconditioning and environmental control are also introduced in the 
preparation stage in an effort to initiate the reduction of problem behaviours, they really 
become a focus in the action and maintenance phases. Counterconditioning is defined as 
the substitution of healthy responses for unhealthy ones. One example would be learning 
to relax instead of having a drink in certain stressful situations. Techniques utilized 
include relaxation, desensitization, and assertiveness training. Environmental control is 
the process by which individuals are encouraged to avoid stimuli that are associated with 
and may therefore elicit their problem behaviours. Individuals are encouraged to not only 
avoid high-risk situations that may trigger the problem behaviour but also to restructure 
their environment in order to reduce the probability of a problem-causing event. For
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example, individuals with alcohol use disorders may choose to remove alcohol from the 
house or avoid going to places where alcohol is served.
Contingency management and helping relationships are two additional processes 
evident in the action and maintenance phases. Contingency management involves 
individuals rewarding themselves or being rewarded by others for successful and 
desirable behaviour. Techniques include contingency contracts as well as overt and 
covert reinforcement. Lastly, as an individual moves through the stages, it is often 
beneficial for them to develop helping relationships that offer support, empathy, and 
acceptance. W hile some individuals may be offered this support, others may request it 
from their loved ones, professionals, and/or self-help groups (Prochaska & Norcross, 
1994; Prochaska et al., 2002).
Levels o f change.
The third component of the TTM has been the focus of significantly less research 
and has received less practical attention than the other two constructs. The levels of 
change element was derived from the recognition that individuals often have “multiple 
problems that complicate and interact with the process of changing any single 
...behaviour” (DiClemente & Prochaska, 1998, p. 4-5). This realization led Prochaska 
and his colleagues to develop a hierarchy of five distinct but correlated levels of 
psychological problems that can be addressed in psychotherapy. These levels include: 
symptom/situational problems, maladaptive cognitions, current interpersonal conflicts, 
fam ily/system s conflicts, and intrapersonal conflicts. Importantly, Prochaska and his 
colleagues suggest that therapeutic interventions typically address one or two of these 
levels, depending on the presenting problem, the therapist’s orientation, and the client’s
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preferred theory about problems. However, this conceptualization differs from that o f the 
TTM, which is an integrative model and therefore recognizes that all five levels are 
relevant. Nonetheless, these levels differ in how critical they are for each client 
(DiClemente & Prochaska, 1998; Prochaska & Norcross, 1994).
According to the TTM, it is preferable to initially intervene at the 
symptom/situational level because change occurs comparatively quickly as problems are 
more conscious and contemporary. Prochaska and Norcross (1994) suggest that “the 
further down the hierarchy we proceed, the further removed from awareness...the 
determinants of the problem are likely to be” (p. 471). For example, the deeper levels, 
such as family/systems conflicts and intrapersonal conflicts, are more historical and lie 
more in the unconscious. Therefore, the TTM predicts that the complexity and length of 
treatment is typically correlated with the depth of the targeted level of change (Prochaska 
& Norcross, 1994).
Critique of the Transtheoretical Model
The TTM has largely been embraced by researchers and clinicians within the field 
of psychology and related professions. Numerous factors account for this 
accomplishment. Primarily, the TTM is not only intuitively appealing in its explanation 
of the process of change, but can also be utilized across theoretical orientations. Joseph, 
Breslin, and Skinner (1999) summarized other benefits of the model. For example, the 
TTM not only expands our understanding of the process of behaviour change by 
including the components of preparation and maintenance, but it also expands and refines 
the range of interventions “to include broader phases o f the behaviour change process”
(p. 184). Other significant contributions include the matching o f treatment interventions
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with client motivation and a broader assessment of outcome to include behaviour change 
as well as movement along the change continuum.
Continuum o f  change.
Despite these contributions, numerous researchers and clinicians have critiqued 
the model. One of the most common criticisms is in response to the distinct stages of 
change, as supporting evidence is reportedly weak and inconsistent (Carey, Purnine, 
Maisto, & Carey, 1999; Joseph et al., 1999). Many theorists have suggested that these 
inconsistencies are a result of the TTM ’s reliance on arbitrary time periods in its stage 
differentiation. For example, Sutton (2001) hypothesizes that precontemplation, 
contemplation, and preparation could be considered “arbitrary segments of an underlying 
continuum that could be labeled planned time to 0011011'' (p. 176). Similarly, action and 
maintenance could be considered segments of another behavioural continuum, as the 
only distinguishing factor between these two stages is time. Bandura (1998) agrees and 
argues that the time periods are not only arbitrary, but also inappropriate as human 
adaptation and change are processes which cannot be accurately captured by categorical 
models. Weinstein, Rothman, and Sutton (1998) add that any shift in these arbitrary time 
points would alter the distribution of people across stages.
Additional support for the continuum model of change comes from Davidson 
(1998), who found that much of the supposed supportive data for the stage approach is 
actually more consistent with a continuum model of change. For example, one of the 
more popular measures of change is the Readiness to Change Questionnaire (RTCQ; 
Rollnick, Health, Gold, & Hall, 1992). It was developed in accordance with the 
categorical model of change and assigns individuals to one of four stages of change:
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precontemplation, contemplation, preparation, or action. While some studies have found 
that stage of change, as assessed by the RTCQ, is associated with treatment outcome 
(Hannover, Thyrian, Hapke, Rumpf, Meyer, & John, 2002; Heather, Rollnick, & Bell, 
1993; Hodgins, 2001; Rollnick et al., 1992), others have not (McMahon and Jones,
1996). These inconsistencies are not limited to the RTCQ, as numerous studies that have 
utilized alternative measures o f readiness to change (discussed later in the paper) have 
also produced conflicting findings.
These contradictory findings led Rollnick, one of the creators of the RTCQ, to 
transform the RTCQ into a continuum and reanalyze the original data (Budd & Rollnick, 
1996). W hile the creators of the RTCQ had found that a three-factor solution best fit the 
data (Rollnick et al., 1992), Budd and Rollnick found that a global second-order factor 
called ‘readiness for change’ fit the data better. In addition, this continuous 12-item scale 
has shown improved internal reliability and excellent test-retest reliability when 
compared to the categorical scale (Budd & Rollnick, 1996; Forsberg, Halldin, & 
Wennberg, 2003). It has also shown good predictive validity as it correlated significantly 
with the intention to reduce alcohol intake as well as intake at six-month follow-up (Budd 
& Rollnick, 1996).
Additional support for a continuum model of change comes from Blanchard, 
Morgenstern, Morgan, Labouvie, and Bux (2003), who assessed the difference between 
the stage and continuous version of the University of Rhode Island Change Assessment 
Scale, another popular measure o f change (URICA; McConnaughy, Prochaska, &
Velicer, 1983). They concluded that the continuous measure of motivation is easier to 
conceptualize and utilize in clinical settings. Furthermore, numerous studies have found
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that adjacent stages of change of various measures show higher inter-correlations than 
non-adjacent stages, thereby suggesting a common underlying dimension (Budd & 
Rollnick, 1996; Carey et al., 1999; Defuentes-Merillas, Dejong, & Schippers, 2002; 
Forsberg et al., 2003; Rollnick et al., 1992).
In response to these criticisms, Prochaska et al., (1992) stated that “although the 
time an individual spends in each stage may vary, the tasks to be accomplished are 
assumed to be invariant” (p. 1105). They have also stated: “we do not substitute stage 
categories for continuous processes. W e use discrete stages as a method to integrate and 
match continuous processes. This criticism occurs when the stage variable is taken to 
equal the transtheoretical model” (Prochaska & DiClemente, 1998, p. 41). Therefore, 
Prochaska and his colleagues do not provide justification for the time periods allocated to 
each stage and appear more concerned with the characteristics of each stage, rather than 
the quantification o f each stage. Therefore, it does appear that the time periods outlined 
by the model are somewhat arbitrary. However, to discredit the model because of this is 
inappropriate as the developmental tasks that are managed and accomplished in each 
stage as well as the psychological shifts associated with change are very well described 
by the model and offer much in the understanding and treatment o f behaviour change.
For those who have worked with clients dealing with problematic behaviours, these tasks 
are clearly part of a continuous process o f change, which the model tries to simplify by 
delineating specific phases within this process that will make targeting specific defenses 
most helpful and successful.
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Levels o f  readiness fo r  change.
Another criticism of the TTM comes from Brown, Melchior, Panter, Slaughter, 
and Huba (2000) who suggest that while the TTM is effective in explaining overall 
change, the model is too simplistic as individuals do not have a generalized readiness to 
change. Rather, they have multiple and conflicting needs, pressures, and priorities, all of 
which affect their readiness for change in any particular area, including substance use. 
Brown et al. suggest that individuals are more willing to deal with “the most immediately 
threatening problem first before addressing significant problems that do not have the 
same degree of immediate threat” (p. 232). For example, if a woman is abusing 
substances and is also experiencing concurrent issues of domestic violence, depression 
and anxiety, as well as current health risks, her need for physical safety may take priority 
over her need to decrease substance use. While she may be ready to change some areas, 
she is likely unable to change all areas at any given time. Hence, therapeutic efforts to 
enhance the overall quality of life for an individual need to start by addressing the 
immediate problems the individual is most ready to change. Joseph et al., (1999) are in 
agreement with Brown et al. as they too criticize the TTM for not accounting for complex 
psychological problems. They argue that the model does not address the needs of 
individuals who experience comorbid difficulties as the model “fails to explain how this 
affects the behaviour change process or modifies the probability of succeeding” (p. 173).
While these appear to be valid points at first glance, upon further examination it 
becomes evident that these researchers have not spent much time examining the third 
component o f the TTM: levels of change. In fact, their concerns about the failure in 
applicability of the TTM to individuals suffering from complex issues are unfounded.
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The concept of levels o f change is based on the recognition that individuals experience 
various problem areas and are typically at different stages o f change for each difficulty.
It may even be fair to say that one of the model’s strengths lies in its applicability to 
complex presentations, as it is not only accepting of varying levels of readiness to change 
of different problem areas, but also offers various strategies in dealing with specific 
problem areas.
Mandated treatment.
A third challenge to the TTM comes from research findings on individuals 
mandated into treatment. The assumption is that individuals forced into treatment are not 
motivated for treatment. Therefore, they are less likely to engage in treatment, less likely 
to comply with treatment, and are more likely to drop out o f treatment. Ultimately, the 
assumption is that individuals coerced into treatment have poorer outcomes, based on the 
belief that individuals cannot be helped until they want to change (Donovan &
Rosengren, 1999). Interestingly, this does not appear to be the case as research has found 
few differences in treatment compliance and outcome between individuals who were and 
were not mandated into treatment (Brecht, Anglin, & W ang, 1993; Donovan & 
Rosengren, 1999; Stitzer & McCaul, 1987).
While these results are interesting and appear to challenge the TTM, they may in 
fact be in accordance with the model. When an individual is mandated into treatment by 
a court, workplace, family, welfare agency, or child protective agency, this is often a very 
powerful motivator. As a result, it may help someone shift to a more advanced stage of 
change as various processes of change are invoked. For example, individuals who are 
forced into treatment have been caught and reprimanded regarding their problem
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behaviour. This can be quite traumatic for some as they are not only confronted with 
some of the potentially serious consequences of their behaviour, but are also forced to 
deal with the problem. Therefore, mandated treatment as well as the events leading up to 
this may act as powerful motivators and therefore contribute to increased awareness of 
the problem (e.g., consciousness raising) as well as some self-reevaluation. Being in 
treatment is a form of social liberation and may contribute to a sense of environmental 
control. The process of commitment is often encountered by those mandated into 
treatment, as they are held accountable for their behaviour and have made public 
commitments which are powerful motivators. Entering into treatment may also 
encourage the development of helping relationships and contribute to reinforcement for 
positive behaviour change (Donovan & Rosengren, 1999; Tucker & King, 1999).
One issue emerges upon further examination of the research on mandated 
treatment, as the assumptions based on the above mentioned studies are too simplistic.
No study has yet assessed the relationship between an individual’s pre-mandated stage of 
change and the post-treatment outcome. In accordance with the research, a range in pre­
mandated stages of change would be expected, and it would be interesting to see whether 
individuals in the preparation stage would fare better in treatment than precontemplators, 
as the research would suggest. Further research assessing pre-treatment stages and 
outcome may offer greater insight into this relationship.
Contradictory research findings.
Fueling criticism about the TTM are inconsistent research findings regarding the 
relationship between stage of change and treatment outcome. For example, many studies 
have found that an individual’s stage of change is associated with treatment outcome
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(Cady, Winters, Jordan, Solberg, & Stinchfield, 1996; DiClemente, Prochaska, Fairhurst, 
Velicer, Velasquez, & Rossi, 1991; Dijkstra, Roijackers, & De Vries, 1998; Dino, Kamal, 
Horn, Kalsekar, & Fernandes, 2004; Ferguson, Patten, Schroeder, Offord, Eberman, & 
Hurt, 2003; Heather et al., 1993; Project Match Research Group, 1997; 1998). However, 
some have not (Blanchard et al., 2003; Gavin, Sobell, & Sobell, 1998; McMahon &
Jones, 1996). While several individuals have used these inconsistencies to fuel the 
debate regarding a categorical versus continuous approach to change, others have 
suggested that methodological issues have played a role. As already mentioned, the 
Readiness to Change Questionnaire is one of the more popular measures used to assess 
motivation (RTCQ; Rollnick et al., 1992). While research generally supports the use of 
the RTCQ with non-treatment seeking samples, there is limited evidence supporting its 
use with treatment seeking samples. Gavin et al., (1998) examined 66 outpatients 
presenting for voluntary treatment for an alcohol problem and found that the RTCQ 
showed poor internal consistency, with alpha coefficients of .30 for the Precontemplation 
subscale, .52 for the Contemplation subscale, and .76 for the Action subscale. The poor 
internal reliability o f the first two subscales led them to conclude that the RTCQ was not 
an accurate assessment of treatment seeking alcohol users’ readiness to change.
McMahon and Jones (1996) examined the predictive validity o f the RTCQ with a sample 
of alcohol-dependent individuals seeking treatment. They found that scores on the 
RTCQ were not related to time to relapse.
Pervasive classification problems using the stage model could also have an impact 
on research findings. Significant numbers of study participants are not being classified 
because of non-theory consistent profiles. For example, many o f the measures used to
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classify individuals are composed o f subscales representing the different stages of 
change, and individuals are allocated to a stage based on the subscale with the highest 
score. However, individuals often produce non-theory consistent profiles. Examples 
include equally high scores on all of the subscales, equally low scores on all of the 
subscales, and high scores on both the Precontemplation and Action subscales. For 
instance, Hannover et al. (2002) could not assign 19% of their sample, Heather et al. 
(1993) could not classify 23% of their sample, and Forsberg et al. (2004) could not 
classify 32% of their sample. This means that nearly one-quarter of all participants are 
not being included in the research.
The Relationship between Readiness to Change and Treatment Outcome
Researchers have found that the TTM  has significant implications for treatment. 
According to Prochaska and Norcross (1994), “efficient behavior change depends on 
doing the right thing (processes) at the right time (stages)” (p. 469). That is, being able to 
recognize a client’s stage of change or level o f motivation can affect the types of 
interventions utilized in an effort to target the individual’s current needs, enhance 
treatment engagement, and, ultimately, improve treatment outcome (Prochaska & 
Norcross, 2002). For example, since contemplators typically deal with their ambivalence 
about change, it is important to help them lower their perception of the negatives 
associated with change. Therefore, motivational interviewing and providing education 
about the detrimental effects o f their behaviour are useful techniques. Consciousness 
raising techniques, such as observations, confrontations, and interpretations are also 
useful. Since individuals in the preparation stage are beginning to take small steps 
toward action, the use o f counterconditioning and stimulus control is useful in order to
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reduce their substance use and take greater control over their environment, making them 
less vulnerable to high-risk situations and emotions. Although individuals in the 
preparation stage have typically overcome much of their ambivalence, they often 
experience great anxiety about failure. Useful interventions should therefore include 
enhancing skill development, providing specific how-to information, and reinforcing 
motivation. During the action stage, individuals experience a greater sense of autonomy 
and willpower, but continue to make a conscious effort to reduce not only their 
consumption of, but also their vulnerability towards substances. Appropriate 
interventions include ongoing counterconditioning and stimulus control, as well as 
increasing social support, improving relationships, and enhancing lifestyle choices. 
Individuals in the maintenance phase tend to benefit from the ongoing assessment of and 
specific preparation for high-risk situations and emotions that triggered substance use in 
the past. Enhancing generalized coping resources also becomes more o f a focus in an 
effort to minimize pathological responses and defenses (DiClemente et al., 1991; 
Prochaska & DiClemente, 1984; Prochaska et al., 1992).
Unfortunately, this matching of stages and processes does not always take place. 
According to Prochaska and Norcross (1994), there are two kinds of mismatches that tend 
to occur. Some clients (and their clinicians) who are moving towards the action stage 
tend to rely primarily on change processes that are most effective with contemplators.
For example, these individuals (and their clinicians) may focus on consciousness raising 
and self-reevaluation even though they are ready for action in modifying their 
behaviours. While these processes help an individual become more aware, these 
individuals may be ill-prepared for action as “insight alone does not necessarily bring
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about behavior change” (p. 469). The second mismatch occurs when clients (and their 
clinicians) in the early contemplative stages primarily rely on the processes utilized in the 
action oriented stages, such as contingency management, stimulus control, and 
counterconditioning. This typically occurs with an assumption that the client is already 
motivated. This is problematic as these individuals try to modify their behaviour using 
action oriented interventions without enough awareness or commitment. While these 
endeavours may result in temporary change, they are likely to result in long-term failure. 
A third problem that is often encountered occurs when the therapeutic relationship and 
interventions do not progress as the client advances through the stages (Prochaska et al., 
1992; Prochaska & Norcross, 1994).
Taking these findings one step further, studies have shown that an individual’s 
stage of change is associated with their willingness to enter into and complete therapy. 
Brown et al., (2000) examined the help-seeking behaviour o f 451 women with substance 
abuse problems. Findings revealed that subjects in the preparation and action stages were 
more likely to enter drug treatment, whereas clients in the precontemplation and 
contemplation stages were less likely to enter treatment. McConnaughy, DiClemente, 
Prochaska, and Velicer (1989) found similar results after assessing 327 adults entering 
therapy. Additionally, Prochaska and Norcross (2001) reviewed research over the past 20 
years and found a significant relationship between stage of change and the percentage of 
patients completing therapy. Edens and Willoughby (2000) assessed 162 alcohol 
dependent individuals and found that those in the precontemplation stage were less 
receptive to help and less likely to complete treatment successfully than those in the 
contemplation-action stage. Scott (2004) assessed the relationship between stage of
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change and treatment attrition. Three hundred and eight men enrolled in a treatment 
program for batterers and were rated by counselors on their stage of change. Those 
identified as being in the precontemplation stage were 2.3 times more likely than those in 
the contemplation stage and 8.8 times more likely than those in the action stage to drop 
out of treatment.
Significant associations have also been found between an individual’s pre­
treatment stage of change and treatment outcome for individuals with various addictive 
behaviours (Prochaska & Norcross, 2001). According to Prochaska and Norcross (1994), 
clients who are in more advanced stages of change at the beginning of therapy tend to 
progress more quickly in treatment. For example, Project Match, as already mentioned, 
was an 8-year multi-site study of how individuals with alcohol problems respond to 
different treatment approaches, including 12-step, cognitive-behavioural, and 
motivational enhancement programs. All interventions were individually administered 
over 12 weeks. Although few significant differences were found regarding treatment 
efficacy, outpatients higher in initial motivation for change had better treatment outcomes 
at 1- and 3-year follow-up (Project Match Research Group, 1997; 1998). Heather et ah, 
(1993) assessed treatment outcome for 174 inpatients seeking treatment for excessive 
drinking. They found that those at a higher stage of change prior to discharge reported 
more improved changes in alcohol consumption at 8-weeks and 6-months post-treatment. 
DiClemente et al. (1991) studied 1,466 smokers who were given a minimal intervention. 
At 1-month follow-up, individuals in the preparation phase were most likely to be 
abstinent (13.3%), have made an attempt to quit (56%), and be involved in ongoing 
treatment when compared to contemplators and precontemplators. Significant
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differences were also noted between contemplators and precontemplators, as a greater 
percentage of contemplators were abstinent (5.4%), had made an attempt to quit (24%), 
and were active in ongoing treatment. These findings were also evident at 6-month 
follow-up. Ferguson et al. (2003) as well as Dijkstra et al., (1998) also found that a more 
advanced pre-treatment stage of change was greatly predictive of smoking cessation 
anywhere from three to 14 months post-treatment. Dino et al. (2004) examined the 
relationship between stage of change and smoking cessation outcomes for youth 
receiving two interventions of varying intensity. The first was one brief 10-minute 
session while the second was a longer 10-week intervention. Findings suggested that the 
relationship between readiness to change and cessation outcomes vary by treatment 
intensity, as individuals who received the longer intervention were more likely to quit 
smoking than those who received the brief intervention. Additionally, while stage of 
change was not a significant predictor of quitting for those who received the 10-week 
treatment, it was a significant predictor for those who received the 10-minute intervention 
as individuals in the preparation stage were 25 times more likely to quit than those in the 
contemplation or precontemplation stage. Cady et al. (1996) studied 234 adolescents in 
treatment for chemical dependency. Findings revealed that higher levels of motivation or 
readiness to change were associated with greater changes in drugs use and higher 
abstinence rates, post-treatment and at 6-month follow-up.
Studies have also examined the role of readiness to change in treatment outcome 
for individuals with eating disorders. Treasure, Katzman, Schmidt, Troop, Todd, and de 
Silva (1999) randomly assigned 125 females with bulim ia nervosa to one of four 
treatment sessions consisting of either cognitive-behavioural or motivational
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enhancement therapy. Findings revealed that an individual’s readiness to change was 
more strongly related to improvement in eating disorder symptomatology and therapeutic 
alliance than the specific treatment modality. These findings have also been replicated 
using participants with various eating disorders (Franko, 1997; Hasler, Delsignore, Milos, 
Budderberg, & Schnyder, 2004).
Importantly, as already mentioned, not all studies have found a meaningful 
relationship between stage of change and treatment outcome. For example, McMahon 
and Jones (1996) found that stage of change did not predict time to relapse for alcohol- 
dependent individuals in treatment. Blanchard et al. (2003) also assessed treatment 
seeking substance abusers and found no significant relationship between stage o f change 
and treatment outcome. However, they did find that a continuous measure of readiness to 
change exhibited better concurrent validity than the motivational subtypes measure.
One question remains. W hy is there mixed support for the relationship between 
stages of change and treatment outcome? Numerous reasons are hypothesized. Firstly, 
many of the studies mentioned have examined different populations. While some have 
assessed individuals in a general medical ward not seeking treatment, others have 
examined treatment seeking samples. Secondly, different measures have been utilized to 
assess stage of change. Some studies have utilized interviews and relied on clinical 
judgment, while others have used the Readiness to Change Questionnaire (RTCQ), the 
University o f Rhode Island Change Assessment (URICA), or the Stages of Change 
Readiness and Treatment Eagerness Scale (SOCRATES). Thirdly, there is conflicting 
evidence regarding the reliability and validity of these measures, and some researchers 
have argued that they have not been able to capture the essence of the stages of change.
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Fourthly, the above-mentioned studies have intervened with different forms of treatment 
interventions, possibly hindering the ability to generalize findings, particularly when 
assessing the TTM. That is, in accordance with the model, it would be expected that 
different interventions would be more effective depending on the readiness of the 
individual to change. Lastly, only a very small number of studies have examined the 
possible role o f a continuum model of change, which may be most applicable and useful 
when assessing the relationship between motivation and outcome.
Summary
Over the last twenty-five years, the TTM has offered a unique understanding of 
the process of change. This has been an incredible asset to individuals and clinicians 
attempting to modify behaviour. As such, the model has received an enormous amount 
of attention that has prompted the widespread recognition of readiness to change as an 
important client variable that is associated with treatment outcome. Some of the most 
significant contributions include the recognition of various stages and processes of 
change, as well as the efficacy of matching an individual’s readiness for change with 
appropriate treatment processes and techniques in order to enhance outcome. However, 
the TTM does not come without its critics. Many have targeted the supposed arbitrary 
time periods used to differentiate the stages and more recent evidence suggests that a 
continuum rather than a staged model may be a more accurate depiction of the process of 
change. Nonetheless, the TTM has revolutionized the way clinicians across theoretical 
orientations understand and work through the process of change with individuals 
suffering from a variety of problem behaviours.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Readiness to Change 52
Throughout this same time period, the relapse prevention model has 
revolutionized the way relapse of problem behaviours, and therefore treatment, are 
conceptualized and offered. This has been accompanied by growing evidence that 
relapse prevention treatment programs offer a unique action-oriented intervention for 
individuals suffering from various problem behaviours, including alcohol use disorders. 
While research suggests that short-term relapse prevention treatment outcomes are 
similar to those of other interventions, what appears to separate relapse prevention from 
the others is its long-term efficacy with the materialization o f delayed emergent effects. 
Purpose of the Current Study
The purpose of the present study is to examine the role of readiness to change 
within the context o f a relapse prevention treatment program for individuals with alcohol 
use disorders. This is an interesting match as relapse prevention is an action-oriented 
intervention and therefore hypothesized to be most effective for individuals who are more 
advanced along the continuum of change. In accordance with the TTM, it is 
hypothesized that individuals who are more advanced along the continuum of change will 
evidence better outcomes post-treatment. Additionally, despite some evidence regarding 
delayed emergent effects associated with RP treatment, no study has examined the 
relationship between readiness to change and the short- and long-term treatment outcome 
for individuals participating in a relapse prevention treatment program. The present 
study will shed light on the conflicting findings by not only examining the relationship 
between pre-treatment readiness to change and short-term treatment outcome, but longer- 
term outcome as well. In accordance with the TTM and its matching principles, it is
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hypothesized that individuals who are more advanced along the continuum of change will 
evidence better long-term outcomes.
Importantly, the present study will break from tradition and assess readiness to 
change along a continuum. This is distinctive as traditional research on the TTM has 
utilized a stage model of change, but recent evidence suggests that a continuum model 
may be more appropriate, especially for treatment seeking individuals. However, very 
few studies have assessed a continuum of change, perhaps a consequence o f the model 
being so widely embraced by the psychological community. Therefore, there is very 
little information regarding the psychometric properties of measures that assess a 
continuous process of change. Furthermore, no study has assessed the psychometric 
properties of the continuous version of the Readiness to Change Questionnaire with a 
treatment seeking population. Therefore, a second aim of the present study is to assess 
the psychometric properties o f the continuous version of the Readiness to Change 
Questionnaire. It is hypothesized that this continuum will be a reliable and valid measure 
of readiness to change for treatment seeking individuals dealing with alcohol use 
disorders.
The present study transcends therapeutic orientations and may provide greater 
support for the formalized recognition of the process of change and the incorporation of 
the transtheoretical model in the assessment and treatment of individuals with alcohol use 
disorders. This analysis could also provide evidence regarding the usefulness o f the 
continuum model o f change which may impact upon future research on motivation and 
the transtheoretical model. The study could also provide further support for the matching 
of client motivation and treatment in general, and the matching o f readiness to change
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with relapse prevention in particular. This could have significant treatment implications 
for individuals with various addictive behaviours, but particularly for those suffering 
from alcohol use disorders. Lastly, the present study will assess outcome with a number 
of measures, providing support for the recognition of a vast range of variables associated 
with treatment success.
Hypotheses
The present study is composed of nine hypotheses, divided into three groups. The 
first group of hypotheses concerns the psychometric properties of the Readiness to 
Change Questionnaire (Rollnick, Heather, Gold, & Hall, 1992). The second group relates 
to the relationship between readiness to change and relapse prevention treatment 
outcome. The third group of hypotheses regards relapse prevention treatment outcome 
for treatment seeking hazardous alcohol users. W hile traditional research focuses on 
alcohol-specific variables, these nine hypotheses evaluate a set of holistic outcome 
measures in an effort to draw attention to the generalized improvements that are often 
associated with, but rarely recognized, in the treatment of alcohol-use disorders.
The Readiness to Change Questionnaire.
1. The Readiness to Change Questionnaire will show good internal consistency when 
utilized as a continuum of change with treatment seeking hazardous alcohol users. 
As such, a Cronbach’s alpha will be calculated for the continuous RTCQ.
2. The Readiness to Change Questionnaire will show good concurrent validity when 
utilized as a continuum of change with treatment seeking hazardous alcohol users. 
That is, scores on the continuous RTCQ will correlate significantly with 
participants’ recent reduction in alcohol use.
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3. The Readiness to Change Questionnaire will show good predictive validity when 
utilized as a continuum of change with treatment seeking hazardous alcohol users. 
As such, scores on the continuous RTCQ will predict psychological dependence 
on alcohol, alcohol-related problems, depressive symptomatology, family and 
marital functioning post-treatment and at 1 -year follow-up, as well as the 
frequency of alcohol consumption and the number of lapses and relapses at 1-year 
follow-up.
The relationship between readiness to change and relapse prevention treatment 
outcome.
4. Individuals who are further along the continuum of change will evidence 
significantly greater improvements post-treatment. That is, individuals who have 
higher scores on the continuous RTCQ will evidence significantly less 
psychological dependence on alcohol, fewer alcohol-related problems, less 
depressive symptomatology, and improved family and marital functioning post­
treatment than individuals who have lower scores on the RTCQ.
5. Individuals who are further along the continuum of change will evidence 
significantly greater improvements at 1-year follow-up. That is, individuals who 
have higher scores on the continuous RTCQ will report a greater decrease in the 
frequency of alcohol use, less psychological dependence on alcohol, fewer 
alcohol-related problems, less depressive symptomatology, greater improvements 
in family and marital functioning, as well as fewer lapses and relapses at 1-year 
follow-up than individuals who have lower scores on the RTCQ.
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6. Individuals who are further along the continuum of change are more likely to 
engage in aftercare. That is, individuals who have higher scores on the continuous 
RTCQ are more likely to participate in aftercare in general, will attend more 
aftercare groups at the Melbourne Clinic, and will engage with more sources of 
aftercare than individuals with lower scores on the RTCQ.
Relapse prevention treatment outcome.
7. Individuals participating in the relapse prevention treatment program will 
evidence significant improvements post-treatment compared to their pre-treatment 
reports. These improvements will include decreased psychological dependence 
on alcohol, fewer alcohol related problems, less depressive symptomatology, as 
well as improvements in family and marital functioning.
8. Individuals participating in the relapse prevention treatment program will evidence
significant improvements at 1-year follow-up compared to their pre-treatment 
reports. These improvements will include a decreased frequency o f alcohol 
consumption, decreased psychological dependence on alcohol, fewer alcohol 
related problems, less depressive symptomatology, as well as improvements in 
family and marital functioning.
9. Individuals participating in the relapse prevention treatment program will
evidence delayed emergent effects as participants will evidence significant 
improvements between their post-treatment and 1-year follow-up reports. These 
delayed emergent effects will include decreased psychological dependence on 
alcohol, fewer alcohol related problems, less depressive symptomatology, as well 
as improvements in family and marital functioning.
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METHOD
Participants
Eighty-four individuals were assessed for the present study. All participants had a 
diagnosis of alcohol abuse or dependence and voluntarily sought and completed 
treatment from the Addictive Behaviours Program at the Melbourne Clinic between the 
years of 2002 and 2004. The Melbourne Clinic is a 109 bed private psychiatric facility in 
Melbourne, Australia, and affiliated with the University of Melbourne. The Addictive 
Behaviours Program (ABP) offers a three-week relapse prevention day program for 
individuals with various addictive behaviours, including alcohol use, drug use, and 
gambling. This program is composed of nine full-days of group treatment and 
individuals attend three days per week for each of the three weeks. The ABP is run by a 
multi-disciplinary team of health care professionals including a psychiatrist, psychologist, 
social worker/family therapist, nurse practitioner, and occupational therapist. Each day is 
organized into four sessions. The first two are run by the psychologist and the focus is on 
improving an individual’s cognitive and behavioural skills. Interventions include goal 
setting, identifying and challenging thinking errors, cue exposure, counterconditioning, 
social skills training, assertiveness training, and lessons in problem solving. The third 
session of the day is led by the occupational therapist who focuses on the importance of 
lifestyle balance and the enhancement of skills and interests. Interventions include stress 
management, relaxation strategies, and the introduction o f pleasurable and rewarding 
activities. The fourth session is led by either the nurse practitioner or the social 
worker/family therapist. The nurse practitioner educates clients about alcohol use and 
facilitates the incorporation of healthier behaviours into a client’s lifestyle. The social
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worker/family therapist focuses on the reciprocal relationship between alcohol and 
relationship problems. Interventions focus not only on the way relationship issues 
contribute to alcohol use, but also target relationship factors that are conducive to change. 
Because the ABP is run by a private hospital, most of the participants are funded by their 
private health insurer. However, individuals can pay out of their own pocket if they do 
not have health insurance.
O f the 84 participants who started the ABP, 4 dropped out of treatment.
Therefore, the present analysis included 80 participants. Fifty-two were female (65%) 
and 28 were male (35%). Participants ranged in age from 20 to 71, with an average age 
of 46. Seventy-seven participants (96%) were Caucasian, 1 was of Chinese decent (1%), 
and 2 (3%) were of East Indian decent. Forty-five participants (56%) were married or in 
a serious relationship, 8 (10%) were divorced, 9(11% ) were separated, 17 (21%) were 
single, and 1 (1%) was widowed. Forty-three individuals (54%) were employed and 37 
(46%) were unemployed at the time of treatment. All were voluntary participants. Forty- 
five participants (57%) were referred by another alcohol or drug service, 21 (26%) were 
referred by a psychiatrist, 4 (5%) were referred by their general practitioner, 1(1% ) was 
referred by a psychologist, and 9(11% ) were self-referred. Seventy-eight participants 
(97%) were funded by their private health insurance while 2 (3%) paid for the program 
out of their own pocket. All o f the participants presented for the treatment o f an alcohol 
use disorder and none reported a co-morbid substance use disorder or gambling 
addiction. Although the presence o f co-morbid depressive or anxiety disorders was not 
assessed, a measure o f depressive symptomatology (Centre for Epidemiologic Depression 
Scale; Radloff, 1977) was administered pre- and post-treatment, as well as at 1-year
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follow-up, the results of which will be reported in the Results section. A total of 29 
participants completed the follow-up assessment.
The information utilized in the present study was gathered by the ABP as part of 
its efforts to track patient progress and treatment efficacy. All individuals presenting to 
the ABP were informed of its efforts and were ensured that the information they provided 
during their assessment and treatment would become part of their medical file and kept 
confidential. Additionally, ethics approval was gained from the Melbourne clinic’s own 
ethics committee who gave permission to collect and utilize the data for the present 
study.
Procedure
All individuals interested in participating in the ABP day program attended an 
initial assessment with one of the multidisciplinary team members before entry into the 
program. During this time, individuals participated in a structured interview and 
completed the Readiness to Change Questionnaire and the Leeds Dependence 
Questionnaire (see Table 1). All participants were told that the information they provided 
would be used to track their progress and potentially to improve treatment efficacy. They 
were also informed that all of their information was confidential and would be kept in 
their medical file. This process took approximately 1.5 to 2 hours.
On the first and last day of the 3-week day program, all group participants were 
asked to complete five questionnaires (see Table 1). These included the Leeds 
Dependence Questionnaire, the Newcastle Alcohol-Related Problems Scale, the Centre 
for Epidemiologic Studies Depression Scale, the General Functioning subscale of the 
Family Assessment Device, and the ENRICH Marital Satisfaction Scale. Clients were
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told that these questionnaires would help the program continue to track their progress 
throughout their involvement with the ABP. After clients completed the day program, 
the information they provided in the initial interview and questionnaires on the first and 
last day of the program were inputted into a database created by the ABP. This process 
took anywhere from 5 to 45 minutes.
All clients were contacted by mail approximately one year after they completed 
the ABP day program (see Appendix B). They were informed that the program was 
trying to collect data in order to track long-term progress with a goal of improving the 
program. Clients were reminded about the confidentiality of their involvement. One 
week after mailings were sent out, clients were contacted by phone to encourage their 
participation and answer any questions. Those who agreed to participate were asked to 
complete the follow-up questionnaire as well as the five questionnaires previously 
mentioned. They were also asked to mail their responses to the ABP in an enclosed self- 
addressed and stamped envelope. Questionnaire completion took approximately 45 
minutes.
Once these questionnaires were received, the information was added to the 
database. If a client’s responses indicated possible distress, the ABP team was consulted 
and a team member contacted the individual in order to evaluate his or her potential need 
for intervention. Additional action was taken if necessary.
After all o f the information was gathered, it was transferred to SPSS (Statistical 
Package for the Social Sciences), which was utilized for the analyses. A statistical 
consultant was also employed.
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Table 1




First Day of 
ABP






Readiness to Change 
Questionnaire X
Leeds Dependence 










Device X X X
ENRICH Marital 
Satisfaction Scale X X X
Follow-up
Questionnaire X
Note. ABP = Addictive Behaviours Day Program
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Measures
Initial structured interview.
Individuals presenting to the ABP for the first time were interviewed by one o f the 
ABP clinicians. This structured interview was developed by the ABP program and used 
to assess demographic information, history of alcohol use, current alcohol use, past 
interventions, as well as medical, psychiatric, psychosocial, and legal history (see 
Appendix C).
Readiness to Change Questionnaire.
The Readiness to Change Questionnaire (RTCQ) was developed by Rollnick et al.
(1992). The RTCQ is a 12-item self-report questionnaire designed to classify excessive 
drinkers into different stages of change: precontemplation, contemplation, and action. 
Each of these stages is embodied by a 4-item subscale of the same name. For example, 
the Precontemplation scale is composed o f items I, 6, 9, and 12, and includes the item, 
“There is nothing I really need to change about my drinking.” The Contemplation scale 
is composed of items 2, 4, 7, and 10, and includes the item, “Sometimes I think I should 
quit or cut down on my drinking.” The Action scale is composed of items 3, 5, 8, and 11, 
and includes the item, “I am actually changing my drinking habits right now.” Each item 
is rated on a 5-point Likert scale ranging from -2 “Strongly Disagree” to 2 “Strongly 
Agree.” All of the Precontemplation items are reverse scored.
When the RTCQ was first developed, the authors suggested a “quick method” of 
scoring in which the subscale with the highest score was indicative of the stage of change 
that best described a client’s motivation. In the event o f a tie between two subscale 
scores, the most advanced stage was to be chosen. However, due to inconsistencies in the
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interpretation of scale profiles and, therefore, problems with consistent classification of 
subjects, the method of stage allocation was modified. This “refined method” analyzes 
the relationship o f positive and negative scale scores as a profile of three scores. For 
example, precontemplation is defined by a positive score on the Precontemplation 
subscale only. Contemplation is characterized by a positive score on the Contemplation 
scale only. Preparation is illustrated by positive scores on the Contemplation and Action 
scales, with the Contemplation score higher than the Action score. Action is 
characterized by positive scores on the Contemplation and Action subscales with the 
Action score greater than or equal to the Contemplation score. This refined method 
allows for the classification of the preparation stage and leads to a more consistent and 
accurate assignment of individuals. Ultimately, higher scores on the preparation and 
action stages are indicative of greater readiness to change (see Appendix D).
The RTCQ was first examined by its creators using a non-treatment seeking 
sample of individuals on general hospital wards. Rollnick et al. found that the RTCQ 
was composed o f three factors corresponding to three stages of change. They also found 
that the RTCQ had good internal reliability with a Cronbach’s alpha of 0.73 for the 
Precontemplation subscale, 0.80 for the Contemplation subscale, and .85 for the Action 
subscale. Test-retest reliability was also good, with correlations between two occasions 
of 0.82 (Precontemplation), 0.86 (Contemplation), and 0.78 (Action). Concurrent 
validity was also established, as scales on the RTCQ and the Stages of Change Readiness 
and Treatment Eagerness Scale (SOCRATES) were significantly correlated, with 
correlation coefficients ranging from 0.43 to 0.82. Good predictive validity for changes
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in drinking behaviour over time was also reported (Hannover et al., 2002; Heather et a l ,  
1993; Hodgins, 2001; Rollnick et al., 1992).
However, as mentioned previously, there is limited evidence supporting the 
RTCQ ’s categorical approach for use with treatment seeking samples. Therefore, the 
present study utilized the RTCQ’s continuous scoring approach in which the 
Precontemplation items are reverse scored and combined with the other 8 items to form 
one single continuous measure. This continuous 12-item scale has shown good internal 
reliability with non-treatment seeking populations, with a Cronbach’s alpha of 0.85 to 
0.88 and excellent test-retest reliability with correlations of 0.94 (Budd & Rollnick, 1996; 
Forsberg et al., 2003). It has also shown good predictive validity as it correlated 
significantly with the intention to reduce alcohol intake as well as intake at six-month 
follow-up (Budd & Rollnick, 1996).
Leeds Dependence Questionnaire.
The Leeds Dependence Questionnaire (LDQ) was developed by Raistrick, 
Bradshaw, Tober, W einer, Allison, and Healey (1994). It is a 10-item self-report 
measure used to assess the severity of psychological dependence on a variety of 
substances, including alcohol. Sample items include “Do you feel your need for drink or 
drugs is too strong to control?” and “Do you find it difficult to cope with life without 
drink or drugs?” Participants are asked to rate items on a 4-point Likert scale ranging 
from 1 “Never” to 4 “Nearly Always.” Higher scores are indicative of greater 
psychological dependency. The LDQ has excellent internal reliability with a Cronbach’s 
alpha of 0.94. Test-retest reliability is high, with correlations between two occasions of 
0.95. The LDQ also has good concurrent validity with clinical opinion as well as other
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measures of substance use and dependence, including a correlation coefficient of 0.69 
with the Severity of Alcohol Dependence Questionnaire (SADQ; Ford, 2003; Paton- 
Simpson & MacKinnon, 1999; Raistrick et al., 1994; see Appendix E).
Newcastle Alcohol-Related Problems Scale.
The Newcastle Alcohol-Related Problems Scale (NAPS) was developed by 
Rydon (1991). It is a 23-item self-report measure used to assess alcohol-related problems 
associated with risky consumption. There are five different subscales assessing the 
emotional, social, parental, occupational, and financial consequences of alcohol use. 
Sample items include “Over the past month, my drinking added to me having difficulty 
concentrating at work” and “Over the past month, my drinking added to me not having 
enough money to meet the cost o f household needs.” Participants are asked to rate items 
on a 4-point Likert scale ranging from 1 “Never” to 4 “Often.” Higher scores on each 
subscale are associated with greater problems in that domain. The NAPS has good 
internal reliability with a Cronbach’s alpha of 0.78. Test-retest reliability is 0.73 (Rydon, 
1991; see Appendix F).
Center fo r  Epidemiologic Studies Depression Scale.
The Center for Epidemiologic Studies Depression Scale (CESD) was developed 
by Radloff (1977). It is a 20-item self-report “state” measure of depressive 
symptomatology and provides an index of cognitive, affective, and behavioural 
depressive features. It also indicates the frequency with which these symptoms occur. 
The CESD cannot be used for diagnosis. Sample items include “I did not feel like eating; 
my appetite was poor...” and “I felt that people disliked me.” Participants are asked to 
rate items on a 4-point Likert scale ranging from 1 “Rarely or None of the Time” to 3
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“Most or All o f the Time.” Items 4, 8, 12, and 16 are reversed scored. Scores of 0-15.5 
are indicative o f “not depressed,” 16-20.5 are indicative of “mild depression,” 21-30.5 are 
indicative of “moderate depression,” and 31 or higher are indicative of “severe 
depression.” The CESD has high internal reliability with a Cronbach’s alpha o f 0.85. 
Test-retest reliability is satisfactory and estimated at 0.57. The CESD also has good 
concurrent validity with other measures of depressive symptomatology, with correlation 
coefficients ranging from 0.51 to 0.89 (Brantley, Mehan, & Thomas, 2000; Radloff,
1977; see Appendix G).
Family Assessment Device.
The Family Assessment Device (FAD) was developed by Epstein, Baldwin, and 
Bishop (1983). The FAD is a 53-item self-report measure that assesses an individual’s 
perception of how the family unit works together on essential tasks, using seven 
dimensions o f family functioning. The FAD has been psychometrically validated, with 
each of the seven subscales having acceptable levels of internal reliability (Cronbach’s 
alpha = 0.72 to 0.92) and 1-week test-retest reliability (0.66 to 0.76; Kabacoff, Miller, 
Bishop, Epstein, & Keitner, 1990; Miller, Epstein, Bishop, & Keitner, 1985).
The 12-item General Functioning subscale is a summary scale of the FAD. It is a 
self-report measure that produces a global assessment of family health/pathology.
Sample items include “We can express feelings to each other” and “We don’t get along 
well together.” Participants are asked to rate items on a 4-point Likert scale ranging from 
1 “Strongly Agree” to 4 “Strongly Disagree.” Items 2, 4, 6, 8, 10, and 12 are reverse 
scored. Lower scores on the FAD represent more impaired family functioning. Internal 
reliability is high with a Cronbach’s alpha of 0.92. Test-retest reliability is estimated at
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0.72. The General Functioning subscale also has good concurrent validity with other 
measures of family functioning. Correlation coefficients ranging from 0.73 to 0.84 have 
been found with measures such as the Self-Report Family Inventory, the Family 
Awareness Scale, and the Family Assessment Instrument (Byles, Byrne, Boyle, & 
Offord, 1988; Miller, Epstein, Bishop, & Keitner, 1985; Shek, 2001; see Appendix H).
ENRICH M arital Satisfaction Scale.
The ENRICH Marital Satisfaction Scale was developed by Fowers and Olson
(1993). It is a 15-item self-report measure that assesses marital quality and is composed 
of two subscales. The Idealistic Distortion subscale is comprised of 5 items and assesses 
marital conventionalism. The Marital Satisfaction subscale is composed of 10 items and 
assesses 10 aspects o f marital quality. These include marital satisfaction, personality 
issues, communication, conflict resolution, financial management, leisure activities, 
sexual relationship, children and parenting, family and friends, egalitarian roles, and 
religious orientation. Sample items include “I am very happy with how we handle role 
responsibilities in our marriage” and “I have some needs that are not being met by my 
relationship.” All items are rated on a 5-point Likert scale ranging from 1 “Strongly 
Disagree” to 5 “Strongly Agree.” Items 2, 5, 8, 9, 12, and 14 are reverse scored. Lower 
scores are indicative of poorer marital satisfaction. Internal consistency is high with a 
Cronbach’s alpha of 0.86. Test-retest reliability is also high at 0.86. Concurrent validity 
with other measures of marital satisfaction is good, with correlation coefficients ranging 
from 0.73 with individual scores and 0.81 with couple scores on the Lock-W allace 
Marital Adjustment Test (Fowers & Olson, 1993; Olson, McCubbin, Barnes, Larsen, 
Muxen, & Wilson, 1989; see Appendix I).
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Follow-up questionnaire.
The follow-up questionnaire is a self-report measure developed by the ABP team. 
It was given to all participants at one-year follow-up. Questions regard current alcohol 
use, lapses/relapses in the past year, the utilization of aftercare and/or support services 
since completing the ABP, and perceived improvements (e.g., psychological, physical, 
and psychosocial) since completing the ABP (see Appendix J).
Approach to Data Analysis
SPSS was utilized for all analyses. Descriptive analyses were performed detailing 
the participants at pre-treatment and follow-up, as well as all of the measures. All 
variables were screened for outliers and skewness and variable transformation occurred if 
significant skewness was present. Correlation matrices were performed in order to 
examine the relationships between the predictor (e.g., readiness to change) and outcome 
variables (e.g. psychological dependence, alcohol-related problems, depressive 
symptomatology, family and marital functioning, frequency o f alcohol consumption, 
number of lapses and relapses, aftercare involvement) and shed further light on the 
relationships between readiness to change, treatment outcome, and aftercare involvement.
Independent samples t-tests were conducted in order to determine whether there 
were significant differences between male and female participants, as well as participants 
who did and did not complete the follow-up. In order to determine whether individuals 
experienced significant changes across a holistic set of variables, paired t-tests were 
conducted. Comparisons were made between various administrations o f the measures, 
including pre-and post-treatment and pre-treatment and 1-year follow-up. Paired t-tests
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between post-treatment and 1-year follow-up were also conducted to determine whether 
participants experienced delayed emergent effects.
The internal consistency of the continuum version of the RTCQ was established 
after calculating the Cronbach’s alpha for the continuous measure. Principal axis 
factoring with varimax rotation was also conducted in order to determine the factor 
structure of the RTCQ. The RTCQ’s concurrent validity was explored by examining 
correlations between responses on the RTCQ and the initial structured interview in which 
individuals were asked about their attempts to stop or reduce their drinking within the last 
month. Specifically, participants were asked to report how many days they had 
consumed alcohol in the previous 28 as well as in the previous seven, which allowed the 
ABP team to determine not only whether participants had made an attempt to stop 
drinking, but also to what extent.
Linear regressions were conducted in order to determine whether readiness to 
change predicted treatment outcome and aftercare involvement. In order to isolate the 
role of readiness to change, pre-treatment scores on the corresponding measures were 
used as covariates.
Power of Analyses
In order to determine the power of the analyses in the present study, G*Power, a 
general power analysis program, was utilized. According to its creators, G*Power 
performs high-precision statistical power analyses in behavioral research. Findings 
revealed that the paired-t-test analyses had power ranging from 0.74 to 1.00 with a large 
effect size (ES = 0.8) and 0.37 to 0.88 with a medium effect size (ES = 0.5). The power 
for the independent samples t-tests ranged from 0.38 to 0.92 with a large effect size and
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0.18 to 0.56 for a medium effect size. Power for the linear regressions ranged from 0.71 
to 1.00 with a large effect size and 0.38 to 0.93 with a medium effect size. Lastly, the 
value of the KMO statistic for the factor analysis of the RTCQ was 0.60, suggesting that 
factor analysis was worthwhile (Tabachnick & Fidell, 1996).
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RESULTS 
Descriptive Statistics at Pre-treatment 
Eighty participants completed the pre-treatment and post-treatment measures.
The pre-treatment descriptive information for all subjects, including ranges, means, 
standard deviations, and frequencies of responses is shown in Tables 2 and 3. In 
summary, participants reported an average of 12.9 years of alcohol abuse/dependence and 
48.8% reported a family history of alcohol abuse/dependence. Participants consumed 
alcohol on an average of 13.7 days in the month prior to presenting for treatment and 1.4 
days in the week prior to presenting for treatment, 73.8% of participants had recently 
completed a withdrawal from alcohol by either completing a detoxification program at 
home or at a medical facility, and 71.3% had participated in previous alcohol-related 
treatment. In order to determine whether participants had made an attempt to decrease 
their alcohol consumption prior to the beginning o f their involvement in the RP treatment 
program, participants’ reports about their alcohol consumption in the month and week 
prior to their initial assessment were compared. Accordingly, 69.8% of participants 
reported consuming alcohol less frequently in the week prior to the assessment, 20% 
reported no change in the frequency of their alcohol use, and 11.2% reported an increase 
in the frequency of their consumption of alcohol. Overall, participants reported a 30% 
reduction in the frequency of their alcohol use in the week before the initial assessment. 
Importantly, findings from the categorical RTCQ revealed that 78 (97.5%) participants 
were in the action stage of change.
In addition to the alcohol-related variables, depressive symptomatology was 
assessed using the CESD (Radloff, 1977). Findings revealed that at pre-treatment, 28
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Table 2
Subject Descriptive Information at Pre-Treatment
Variable Range Mean Standard
Deviation
Age 2 0 - 7 1 46.2 11.5
Average Length of Abuse (years) 0 .5 - 4 5 12.9 11.4
Days used in the last 28 0 - 2 8 13.7 8.8
Days used in the last 7 0 - 7 1.4 2.3
Reduction in alcohol use in 
the last week compared to the 
last 28 days
-25% - 75% 30% 0.3
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Table 3





Family History of Alcohol Problems
Yes 39 48.8
No 41 51.2
Experienced Periods of Abstinence
Yes 46 57.5
No 34 42.5
Participated in Past Treatment
Yes 57 71.3
No 23 28.7
Recently Completed Inpatient Withdrawal
Yes 59 73.8
No 21 26.2
Change in Drinking in the Week Prior to the Initial Assessment
No Change 16 20.0
Less Alcohol Use 55 68.8
More Alcohol Use 9 11.2
Note. Questions were asked during the initial interview with the client
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(35%) of the participants were not depressed, 6 (7%) experienced mild depression, 16 
(20%) experienced moderate depression, and 30 (38%) experienced severe depression 
(see Table 4 for the frequency and extent of depressive symptoms at all time-points).
In order to determine whether there were significant differences between the 28 
male and 52 female participants, t-tests were conducted (see Table 5). At the time of the 
initial assessment, males reported a significantly longer history o f alcohol 
abuse/dependence, t (78) = -2.24, p < .05 and females reported significantly greater 
psychological dependence on alcohol, t (78) = 2.24, p < .05. The female participants also 
reported significantly more alcohol-related problems pre-treatment, t (78) = 2.64, p  < .01, 
and post-treatment, t (78) = 2.05, p  < .05.
Descriptive Statistics at 1 -year Follow-up
Twenty-nine individuals completed the follow-up measures at 1-year post­
treatment. The follow-up descriptive information for all twenty-nine subjects is shown in 
Tables 6 and 7. Approximately 66.5% were female and the average age of the follow-up 
group was 49. Participants reported an average o f 16 years of alcohol abuse/dependence 
and 34.5% reported a family history of alcohol abuse/dependence. While 75.9% reported 
using alcohol in the year following their participation in the ABP, participants consumed 
alcohol on an average of 4.7 days per month. Sixty-nine percent reported experiencing at 
least one lapse, defined as a relatively isolated use o f alcohol after a period o f abstinence 
or heavy use after a period of controlled use. Approximately 38% experienced at least 
one relapse, defined as a return to constant/heavy use of alcohol over a long period of 
time, since the completion of the ABP. Importantly, all of the individuals who reported 
experiencing a relapse completed at least one alcohol-withdrawal since completing the
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Table 4
Frequency and Extent of Depressive Symptomatology for all Participants
Administration
Pre-Treatment Post-Treatment 1-Year Follow-Up
Not Depressed 28 (35%) 45 (56%) 18 (62%)
Mild Depression 6 (7%) 12(15% ) 3 (10%)
Moderate
Depression 16(20%) 12 (15%) 4(14% )
Severe Depression 30 (38%) 11 (14%) 4(14% )
Total N 80 80 29
Note. Depressive symptomatology estab ished using the CESD
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Table 5
Summary of T-Test Results: Comparison of Male and Female Participants
Measure Group n M SD t
RTCQ
Factor 1: Intent to Change 
Female 52 4.29 2.67
Male 28 4.39 2.63 -0.17
LDQ
Initial
Female 52 21.90 6.76
Male 28 18.32 6.97 2.24*
Pre-Treatment
Female 52 20.35 6.13
Male 28 17.50 6.85 1.90
Post-Treatment
Female 52 14.67 4.38
Male 28 14.00 4.23 0.66
Follow-Up
Female 19 14.58 4.81
Male 10 14.50 5.72 0.04
Note. RTCQ = Readiness to Change Questionnaire 
LDQ = Leeds Dependence Questionnaire 
**£<.01. *£<.05.
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Table 5 cont’d
Summary of T-Test Results: Comparison of Male and Female Participants
Measure Group n M SD t
NAPS
Pre-Treatment
Female 52 54.12 17.80
Male 28 43.46 15.96 2.64**
Post-Treatment
Female 52 40.12 15.53
Male 28 32.75 14.91 2.05*
Follow-up
Female 19 31.79 14.01
Male 10 30.10 13.88 0.31
CESD
Pre-Treatment
Female 52 26.12 13.68
Male 28 20.50 14.56 1.71
Post-Treatment
Female 52 16.10 11.71
Male 28 13.64 12.93 0.86
Follow-up
Female 19 15.21 12.10
Male 10 12.40 10.99 0.04
FAD
Pre-Treatment
Female 52 30.08 8.68
Male 26 33.73 7.47 -1.83
Post-Treatment
Female 52 32.54 10.14
Male 26 35.65 8.59 -1.31
Follow-up
Female 19 36.47 8.73
Male 10 35.00 7.18 0.46
Note. NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = Genera] Functioning Subscale of the Family Assessment Device
**2 < 0 1 . *p <.05.
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Table 5 cont’d
Summary of T-Test Results: Comparison of Male and Female Participants
Measure Group n M SD t
ENRICH
Pre-Treatment
Female 40 42.22 14.11
Male 19 44.26 16.04 -0.50
Post-Treatment
Female 40 45.65 13.96
Male 19 46.16 15.67 -0.13
Follow-up
Female 15 48.33 11.57
Male 7 44.71 17.87 0.57
Marital Status
Female 52 2.94 1.14
Male 28 2.96 1.40 -0.06
Employment Status
Female 52 1.54 0.50
Male 28 1.32 0.48 1.91
Average Length of Abuse
Female 52 10.53 9.62
Male 28 17.47 13.17 -2.24*
Participated in Past Treatment
Female 52 1.27 0.45
Male 28 1.32 0.48 -0.49
Number of Days Alcohol was Consumed in the Month Before Assessment
Female 52 14.64 8.37
Male 28 11.93 9.48 1.31
Number of Days Alcohol was Consumed in the W eek Before Assessment
Female 52 1.44 2.31
Male 28 1.18 2.28 0.48
Note. ENRICH = ENRICH Marital Satisfaction Scale 
**£<.01. *£<.05.
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Table 5 cont'd
Summary of T-Test Results: Comparison of Male and Female Participants
Measure Group n M SD t
Completed Follow-up Questionnaires
Female 52 1.64 0.49
Male 28 1.64 0.49 -0.07
Frequency o f Alcohol Consumption at Follow-up
Female 19 5.68 8.50
Male 10 2.70 3.02 1.07
Number of Lapses
Female 19 2.32 2.24
Male 10 1.40 1.51 1.31
Number o f Relapses
Female 19 1.16 1.74
Male 10 0.40 0.70 1.66
Engaged in Follow-up Care
Female 19 1.05 0.23
Male 10 1.00 0.00 0.72
Number of Sources of Aftercare
Female 19 2.47 1.58
Male 10 2.30 1.06 0.31
Note. **p < 01 . <.05.
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Table 6





Used Alcohol since Completing ABP
Yes 22 75.9
No 7 24.1




Less than once/month 7 24.1
1-2 times/month 4 13.8
3-4 times/month 2 6.9
1-2 times/week 7 24.1
3-5 times/week 0 0
More than 5 times/week 2 6.9






Five or more 8 27.6
Duration of the Average Lapse
1 day 6 20.7
2 days 6 20.7
3 days 2 6.9
4 days 1 3.4
5 days 1 3.4
More than 5 days 4 13.8
Note. Questions were asked at 1-year follow-up 
ABP = Addictive Behaviours Day Program
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Table 6 cont’d
Subject Descriptive Information at 1-Year Follow-Up
Variable Frequency Percent






Five or more 2 6.9
Duration of the Average Relapse
Less than 1 week 3 10.3
1-2 weeks 1 3.4
2-3 weeks 0 0
3-4 weeks 1 3.4
4-5 weeks 1 3.4
More than 5 weeks 5 17.2







Note. Questions were asked at 1-year follow-up 
ABP = Addictive Behaviours Day Program
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Table 6 cont’d
Subject Descriptive Information at 1-Year Follow-Up
Variable Frequency Percent
Engaged in Follow-up Care
Yes 28 96.6
No 1 3.4










Number of Maintenance Group Sessions Attended 
None 
1 - 3  
4 - 6  
7 - 9  
1 0 - 1 2  
13 or more





General Day Program 5 17.2
W omen for Sobriety 1 3.4
Anxiety Day Program 1 3.4
Family Therapist 0 0
Other 3 10.3
Note. Questions were asked at 1-year follow-up 
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Table 6 cont’d
Subject Descriptive Information at 1-Year Follow-Up
Variable Frequency Percent
Utilized ABP program info when encountered





Low self-esteem 17 58.6
Stress 17 58.6
Conflict with family 13 44.8
Conflict with others 3 10.3
A lapse 17 58.6
A relapse 9 31.0
Utilized program information to 
prevent a lapse or relapse
22 75.9
Note. Participants confirmed whether they had utilized program information during the 
following situations.
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Table 7
Subject Descriptive Information at 1-Year Follow-Up
Variable Range Mean Standard
Deviation
Change in
Physical Health 2 - 5 3.62 1.02
Sleep 1 - 5 3.55 1.06
Diet 1 - 5 3.76 1.09
Exercise 0 - 5 3.28 1.19
Mood 1 - 5 3.34 1.29
Anxiety 0 - 5 3.55 1.43
Memory 3 - 5 4.21 0.77
Smoking 1 - 5 3.03 0.78
Relationship with Partner 2 - 5 3.54 0.88
Relationship with Children 2 - 5 3.57 0.88
Leisure Pursuits 2 - 5 3.64 0.99
Number o f days alcohol is consumed 
per month since completing the ABP
0 - 2 8 4.66 7.18
N ote. Participants were asked to rate possible changes in the following areas. 
0 = Significantly Deteriorated, 5 = Significantly Improved.
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ABP. Furthermore, 75.9% of participants reported utilizing information they learned in 
the ABP program to prevent the occurrence of a lapse or relapse. Aftercare involvement 
was the norm, as 96.6% of the clients had participated in some form of aftercare with a 
mean of 2.4 sources of support each. The most common support service utilized was 
visits with a psychiatrist (62.1%), followed by appointments with psychologists/therapists 
(34.5%) and physicians (24.1%). It is hypothesized that psychiatrists were the most 
common support service utilized for this population due to the funding structure of the 
Melbourne Clinic, a private hospital that can bill insurance companies for visits with 
affiliated psychiatrists, but not psychologists/therapists. Results also indicated that 
participants who completed the follow-up reported changes in depressive 
symptomatology over time. Pre-treatment, 16 (55%) participants did not report 
significant depressive symptomatology, 2 (7%) reported mild depression, 4 (14%) 
reported moderate depression, and 7 (24%) reported severe depression. These 
frequencies improved post-treatment, as 21 (72%) were characterized at not depressed, 3 
(10%) reported mild depression, 4 (14%) reported moderate depression, and only 1 (4%) 
reported severe depression. At one-year follow-up, 18 (62%) of the participants did not 
report depressive symptoms, 3 (10%) reported mild depression, 4 (14%) reported 
moderate depression, and 4 (14%) reported severe depression (see Table 8).
In order to determine whether there were significant differences between the 
follow-up group and the 51 participants who did not complete the follow-up, t-tests were 
conducted (see Table 9). Results indicated that individuals who participated in the 
follow-up were significantly older, t (78) = 2.23, p < .05. The follow-up group also 
reported less depressive symptomatology pre-treatment, t (78) = -2.85, p  < .01, and post-
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Table 8
Frequency and Extent of Depressive Symptomatology of Follow-up Group
Administration
Pre-Treatment Post-Treatment 1-Year Follow-Up
Not Depressed 16(55% ) 21 (72%) 18 (62%)
Mild Depression 2 (7%) 3 (10%) 3 (10%)
Moderate
Depression 4(14% ) 4(14% ) 4(14% )
Severe Depression 7 (24%) 1 (4%) 4(14% )
Total N 29 29 29
Note. Depressive symptomatology established using the CESD
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Table 9
Summary of T-Test Results: Comparison of Individuals W ho Did and Did Not Complete
1-Year Follow-Up
Variable Group n M SD t
Age
Post-Treatment 51 44.13 11.13
Follow-up 29 49.93 11.29 2.23*
Gender
Post-Treatment 51 1.35 .48
Follow-up 29 1.34 .48 -0.07
Family History of Alcohol Problems 
Post-Treatment 51 1.43 0.50
Follow-up 29 1.66 0.48 1.95
Average Length of Alcohol Abuse
Post-Treatment 41 10.84 10.69
Follow-up 27 15.98 11.80 1.86
Participation in Past Treatment
Post-Treatment 51 1.29 0.46
Follow-up 29 1.28 0.46 -0.17
Recently Completed Withdrawal
Post-Treatment 51 1.31 0.47
Follow-up 29 1.17 0.38 -1.46
Note. **p <.01. *j><05.
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Table 9 cont’d
Summary of T-Test Results: Comparison of Individuals Who Did and Did Not Complete
1-Year Follow-Up
Measure Group n M SD t
RTCQ
Factor 1: Intent to Change
Post-Treatment 51 4.29 2.76
Follow-up 29 4.38 2.47 0.14
LDQ
Initial
Post-Treatment 51 21.02 7.49
Follow-up 29 20.00 6.12 -0.62
Pre-Treatment
Post-Treatment 51 20.29 6.60
Follow-up 29 17.69 6.06 -1.75
Post-Treatment
Post-Treatment 51 14.86 4.64
Follow-up 29 13.69 3.64 -1.17
NAPS
Pre-Treatment
Post-Treatment 51 53.27 18.22
Follow-up 29 45.31 16.17 -1.96
Post-Treatment
Post-Treatment 51 40.45 17.34
Follow-up 29 32.41 10.44 -2.59*
Note. RTCQ = Readiness to Change Questionnaire 
LDQ = Leeds Dependence Questionnaire 
NAPS = Newcastle Alcohol-Related Problems Scale 
**£<.01. *£<.05.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Readiness to Change 89
Table 9 cont’d
Summary of T-Test Results: Comparison of Individuals W ho Did and Did Not Complete
1-Year Follow-Up
Measure Group n M SD t
CESD
Pre-Treatment
Post-Treatment 51 27.41 13.60
Follow-up 29 18.41 13.50 -2.85**
Post-Treatment
Post-Treatment 51 17.45 13.04
Follow-up 29 11.34 9.30 -2.43*
FAD
Pre-Treatment
Post-Treatment 49 29.94 8.32
Follow-up 29 33.59 8.24 1.88
Post-Treatment
Post-Treatment 49 33.26 9.76
Follow-up 29 34.10 9.76 0.37
ENRICH
Pre-Treatment
Post-Treatment 37 41.40 14.22
Follow-up 22 45.36 15.34 1.00
Post-Treatment
Post-Treatment 37 44.51 14.72
Follow-up 22 48.00 13.88 0.90
Note. CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**P<.01. *p<.05.
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treatment, t (78) = -2.34, £ < .05, as well as fewer alcohol-related problems post­
treatment, t (78) = -2.59, p_< .05, compared to the participants who did not complete the 
follow-up.
Descriptive Statistics for Treatment Drop-outs
Four individuals did not complete the RP treatment program and were, therefore, 
not included in the present analysis. All were female and their average age was 40 years. 
These individuals reported an average of 13.4 years o f alcohol abuse/dependence and 
50% reported a family history of alcohol abuse/dependence. These participants 
consumed alcohol on an average of 14 days in the month prior to presenting for treatment 
and 3 days in the week prior to presenting for treatment. All had recently completed a 
withdrawal from alcohol while 75% had participated in previous alcohol-related 
treatment. During the week prior to the initial assessment, all of the women reportedly 
reduced their alcohol consumption compared to their alcohol intake in the month prior. 
Total scores on the continuous version of the RTCQ ranged from 8 to 16, with a mean of 
10.7. Scores on the initial administration of the LDQ ranged from 14 to 25, with a mean 
of 19.2. Two (50%) reported mild depressive symptomatology while the other two 
(50%) reported moderate depressive symptomatology.
Study Measures
The descriptive information for all of the measures is shown in Table 10. 
Correlations between the measures can be found in Appendix A. Findings revealed that 
the LDQ, NAPS, CESD, FAD, and ENRICH evidenced good reliability, with Cronbach’s 
alphas ranging from 0.69 to 0.91.
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Table 10
Descriptive Statistics for Study Measures





Total 5 - 2 4 16.37 4.05 0.37
Factor 1: Intent to Change - 6 - 6 4.32 2.64 0.78
LDQ Initial Interview 1 0 - 4 0 20.65 7.00 0.84
1st Day of ABP 1 0 -3 3 19.35 6.49 0.87
Last Day of ABP 1 0 -2 5 14.44 4.31 0.91
1-Year Post-ABP 1 0 -2 8 14.55 5.04 0.87
NAPS 1st Day of ABP 1 8 -8 8 50.39 17.82 0.72
Last Day of ABP 1 8 -9 2 37.53 15.62 0.80
1-Year Follow-up 1 9 -6 0 31.21 13.74 0.78
CESD 1st Day of ABP 0 - 5 4 24.15 14.16 0.86
Last Day of ABP 0 - 4 7 15.24 12.12 0.82
1-Year Follow-up 1 - 3 9 14.24 11.61 0.87
FAD 1st Day of ABP 1 1 -4 8 31.30 8.42 0.74
Last Day of ABP 1 2 -4 8 33.58 9.71 0.78
1-Year Follow-up 1 7 -4 9 35.97 8.13 0.72
ENRICH 1st Day of ABP 1 0 -7 5 42.88 14.65 0.77
Last Day of ABP 1 6 -7 5 45.81 14.40 0.72
1-Year Follow-up 2 2 - 7 2 47.18 13.54 0.69
Note. ABP = Addictive Behaviours Day Program
RTCQ = Readiness to Change Questionnaire
LDQ = Leeds Dependence Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
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The Readiness to Change Questionnaire
Reliability o f  the RTCQ.
It was hypothesized that the Readiness to Change Questionnaire would show good 
reliability when utilized as a continuum of change measure with treatment seeking 
hazardous alcohol users. The internal consistency of the continuum version of the RTCQ 
was established by calculating the Cronbach’s alpha o f the total score, a  = 0.37. This 
coefficient is small and suggests that the continuum version of the RTCQ is not a reliable 
measure of readiness to change for treatment seeking hazardous alcohol users.
Factor structure o f the RTCQ.
Principal axis factoring of the RTCQ measure was also undertaken in an effort to 
explore the underlying factor structure of the continuous measure with treatment seeking 
hazardous alcohol users. A correlation matrix revealed that item 7 (“My drinking is a 
problem sometimes”) did not correlate well with any of the items, so it was dropped from 
the analysis (see Table 11). The analysis revealed four components (see Table 12). After 
varimax rotation, the first factor accounted for 18.8% of the variance, the second for 
16.9% of the variance, the third for 11.8% of the variance, and the fourth for an 
additional 7.3% of the variance. The total variance accounted for by the four components 
was approximately 54.8%.
Although the factor analysis revealed that the RTCQ was composed of more than 
one factor, only the first factor was meaningful as it held together well. While this first 
factor was composed of items 3, 4, and 5 and appeared to evidence an “intent to change,” 
the other three factors were composed of items from the various subscales, which were 
scattered amongst them.
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Table 12








1. It’s a waste o f time thinking about my 
drinking because I do not have a problem. 0.58
2. I enjoy my drinking but sometimes I do it 
too much. -0.41
3. I am trying to cut down on my drinking. 0.82
4. Sometimes I think I should quit or cut 
down on my drinking. 0.65
5. Anyone can talk about wanting to change 
their drinking, but I am actually doing 
something about it. 0.84
6. My drinking is fairly normal. I don’t think 
I drink too much. 0.59
7. My drinking is a problem sometimes.
8. I am actually changing my drinking right now. 0.73
9. Giving up or using less alcohol would be 
pointless for me. 0.61
1 0 .1 am weighing up the advantages of my 
present drinking habits. 0.92
1 1 .1 have started to carry out a plan to cut 
down or quit drinking. 0.71
12. There is nothing I really need to change 
about my drinking. 0.46
N ote. Extraction Method: Principal Axis Factoring 
Rotation Method: Varimax
Percentage o f variance accounted or by each factor stated in brackets
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For example, both precontemplation and action items loaded on the scale’s second and 
fourth factors.
In summary, analyses revealed that the continuous version of the RTCQ 
evidenced poor internal consistency and that the measure was composed of only one 
meaningful factor. As a result, the present study proceeded to use this first factor, which 
was labeled Intent to Change, in the remainder of the analyses after a reliability analysis 
revealed that this factor evidenced good reliability with a Cronbach’s alpha of 0.78.
Validity o f the RTCQ.
It was hypothesized that the Readiness to Change Questionnaire would show 
good concurrent validity when utilized as a continuum of change measure with treatment 
seeking hazardous alcohol users. That is, scores on the RTCQ would correlate 
significantly with participants’ recent reduction in alcohol use at the time of the initial 
assessment.
Findings revealed that the first factor of the RTCQ evidenced good concurrent 
validity, as scores on the Intent to Change factor were significantly correlated with 
participants’ reported reduction in the frequency of their drinking behaviours during the 
week prior to the initial assessment (r = .21).
It was also hypothesized that the Readiness to Change Questionnaire would show 
good predictive validity when utilized as a continuum of change measure with treatment 
seeking hazardous alcohol users. Scores on the RTCQ were hypothesized to predict 
psychological dependence on alcohol, alcohol-related problems, depressive 
symptomatology, family and marital functioning post-treatment and at 1-year follow-up,
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as well as the frequency of alcohol consumption and the number of lapses and relapses at 
1-year follow-up.
Findings revealed that the Intent to Change factor of the RTCQ evidenced poor 
predictive validity as it did not predict outcome post-treatment or at one-year follow-up 
(see Tables 13 and 14). More specifically, scores on the RTCQ did not predict 
psychological dependence on alcohol, alcohol-related problems, or depressive 
symptomatology, nor did they predict family and marital functioning post-treatment or at 
1-year follow-up. Scores on the RTCQ also did not predict the frequency of alcohol 
consumption or the number o f lapses and relapses at 1-year follow-up. These findings 
will be discussed in greater detail in the next section.
The Relationship between Readiness to Change and Outcome
Post-treatment.
It was hypothesized that individuals who were further along the continuum of 
change would evidence significantly greater improvements post-treatment. That is, 
individuals who had higher scores on the continuous RTCQ would evidence significantly 
less psychological dependence on alcohol, fewer alcohol-related problems, less 
depressive symptomatology, and improved family and marital functioning than 
individuals who had lower scores on the RTCQ post-treatment.
Linear regressions were performed in order to determine whether higher scores on 
the Intent to Change factor of the RTCQ predicted post-treatment outcome (see Table 
13). Findings revealed that readiness to change did not predict any of the variables 
associated with post-treatment outcome, including psychological dependence, alcohol- 
related problems, depressive symptomatology, family functioning, and marital
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Table 13
The Relationship Between Readiness to Change and Outcome: Post-Treatment
Source df SS MS F
LDQ 1 19.38 19.38 1.04
78 1450.31 18.59
NAPS 1 811.40 811.40 3.42
78 18476.49 236.88
CESD 1 11.37 11.37 0.08
78 11603.12 148.76
FAD 1 0.55 0.55 0.01
76 7254.49 95.45
ENRICH 1 43.79 43.79 0.21
57 11975.16 210.10
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**P<01. *p<.05.
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Table 14
The Relationship Between Readiness to Change and Outcome: 1-Year Follow-Up
Source df SS MS F
LDQ 1 0.21 0.21 0.01
27 710.97 26.33
NAPS 1 109.43 109.43 0.57
27 5179.33 191.83
CESD 1 160.04 160.04 1.20
27 3611.27 133.75
FAD 1 110.87 110.87 1.72
27 1740.10 64.48
ENRICH 1 242.06 242.06 1.34
20 3609.21 180.46
Number of Lapses 1 1.90 1.90 0.45
27 114.10 4.23
Number of Relapses 1 0.14 0.14 0.06
27 62.55 2.32
Frequency of Alcohol Use 1 1.29 1.29 0.37
27 95.40 3.53
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**j2<.01. *p<.05.
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Table 14 cont’d
Summary of T-Test Results: Outcomes 1-Year Follow-Up
Measure n M SD t
ENRICH
Pre-treatment 22 45.36 15.34
1-year follow-up 22 47.18 13.54 -0.57
Post-treatment 22 48.00 13.88
1 -year follow-up 22 47.18 13.54 0.32
Days on W hich Alcohol is Consumed Per Month 
Pre-treatment 28 15.32 8.89
1-year follow-up 28 4.82 7.25 5.63**
Note. ENRICH = ENRICH Marital Satisfaction Scale
* * £ < 0 1 . *£<.05.
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functioning. Importantly, pre-treatment psychological dependence, alcohol-related 
problems, depressive symptomatology, family functioning, and marital functioning 
significantly predicted their post-treatment equivalents (see Table 15).
1-year follow-up.
It was hypothesized that individuals who were further along the continuum of 
change would evidence significantly greater improvements at 1-year follow-up. That is, 
individuals who had higher scores on the continuous RTCQ would report a greater 
decrease in the frequency of alcohol use, less psychological dependence on alcohol, 
fewer alcohol-related problems, less depressive symptomatology, greater improvements 
in family and marital functioning, as well as fewer lapses and relapses than individuals 
who had lower scores on the RTCQ at 1-year follow-up.
Linear regressions were performed in order to determine whether higher scores on 
the Intent to Change factor of the RTCQ predicted outcome at 1-year follow-up (see 
Table 14). Findings revealed that readiness to change did not predict psychological 
dependence, alcohol-related problems, and depressive symptomatology, nor did it predict 
family and marital functioning. However, pre-treatment depressive symptomatology, 
family functioning, and marital functioning significantly predicted their 1-year 
equivalents (see Table 16). Readiness to change also did not predict the number of lapses 
or relapses an individual experienced, or the frequency in which they engaged in alcohol 
use in the year post-treatment.
The Relationship between Readiness to Change and Participation in Aftercare
It was hypothesized that individuals who were further along the continuum of 
change would be more likely to engage in aftercare (i.e., ongoing treatment following the
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Table 15





R2 R2A Beta t
Psychological LDQ (Pre-treatment) 0.31 0.31** 0.56 5.96**
Dependence RTCQ (Total) 0.33 0.02 -0.13 -1.36
Alcohol-Related NAPS (Pre-treatment) 0.27 0.27** 0.52 5.37**
Problems RTCQ (Total) 0.30 0.03 -0.18 -1.85
Depressive CESD (Pre-Treatment) 0.61 0.61** 0.78 10.96**
Symptoms RTCQ (Total) 0.61 0.01 -0.09 -1.21
Family FAD (Pre-Treatment) 0.60 0.60** 0.78 10.70**
Functioning RTCQ (Total) 0.61 0.01 0.10 1.32
Marital ENRICH (Pre-Treatment) 0.67 0.67** 0.82 10.67**
Functioning RTCQ (Total) 0.67 0.01 0.04 0.58
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale o f the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**P<.01. *p<.05.
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Table 16





R2 R2A Beta t
Psychological LDQ (Pre-treatment) 0.12 0.12 0.34 1.90
Dependence RTCQ (Total) 0.12 0.01 0.05 0.28
Alcohol-Related NAPS (Pre-treatment) 0.13 0.13 0.36 2.00
Problems RTCQ (Total) 0.15 0.02 0.14 0.77
Depressive CESD (Pre-Treatment) 0.25 0.25** 0.50 3.03**
Symptoms RTCQ (Total) 0.28 0.02 0.16 0.94
Family FAD (Pre-Treatment) 0.22 0.22** 0.47 2.75**
Functioning RTCQ (Total) 0.24 0.02 -0.15 -0.88
Marital ENRICH (Pre-Treatment) 0.22 0.22* 0.46 2.34*
Functioning RTCQ (Total) 0.28 0.06 -0.25 -1.30
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale o f the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**2 <.01. *g <.05.
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completion o f the day program). That is, individuals who had higher scores on the 
continuous RTCQ would be more likely to participate in aftercare in general, would 
attend more aftercare groups at the Melbourne Clinic, and would engage with more 
sources o f aftercare than individuals with lower scores on the RTCQ.
Linear regressions were also performed in order to determine whether readiness to 
change predicted participation in aftercare (see Table 17). Findings revealed that 
readiness to change did not predict whether an individual participated in aftercare, the 
number o f aftercare groups an individual attended at the Melbourne Clinic, how many 
sources o f aftercare an individual participated in, or the number of withdrawals an 
individual participated in post-treatment.
Relapse Prevention Outcomes
Post-treatment.
It was hypothesized that individuals participating in the relapse prevention 
treatment program would evidence significant improvements post-treatment compared to 
their pre-treatment reports. These improvements would include a decreased 
psychological dependence on alcohol, fewer alcohol related problems, less depressive 
symptomatology, as well as improvements in family and marital functioning. Paired t- 
tests revealed that participants demonstrated significant improvements in all areas (see 
Table 18 and Figure 1). Participants reported a significant decrease in psychological 
dependence on alcohol, t (79) = 8.10, p < .01, fewer alcohol-related problems, t (79) = 
6.92, p  < .01, and less depressive symptomatology, t (79) = 8.90, p  < .01, as well as 
significantly improved family functioning, t (77) = -3.25, p  < .01, and marital 
functioning, t (58) = -2.56, p < .05.
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Table 17
The Relationship Between Readiness to Change and Outcome: Aftercare Participation
Source df SS MS F
Participated in Any Form 1 0.03 0.03 0.96
of Aftercare 27 0.93 0.04
Attended Aftercare Group 1 0.01 0.01 0.01
Offered by the ABP 27 6.20 0.23
Number of Sources o f Aftercare 1 0.91 0.91 0.45
Utilized 27 54.13 2.00
Number of M aintenance Groups 1 0.66 0.66 0.21
Attended 27 85.55 3.37
Number of W ithdrawals 1 3.52 3.52 1.70
27 55.93 2.07
Note. **p <.01. *£<.05.
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Table 18
Summary of T-Test Results: Outcomes Post-Treatment
Measure n M SD t
LDQ
Pre-treatment 80 19.35 6.49
Post-treatment 80 14.43 4.31 8.10**
NAPS
Pre-treatment 80 50.39 17.82
Post-treatment 80 37.54 15.62 6.96**
CESD
Pre-treatment 80 24.15 14.16
Post-treatment 80 15.24 12.12 8.90**
FAD
Pre-treatment 78 31.30 8.42
Post-treatment 78 33.58 9.71 -3.25**
ENRICH
Pre-treatment 59 42.88 14.65
Post-treatment 59 45.81 14.40 -2.56*
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**2 <.01. *g<.05.
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Figure 1
An Illustration of Mean Participant Changes Over Time
0)
8 30 cn





Note. LDQ = Leeds Dependence Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
Lower scores on the LDQ, NAPS, and CESD are indicative of improved functioning. 
Higher scores on the FAD and ENRICH are indicative of improved functioning.
N (Pre-treatment) = 80 
N (Post-treatment) = 80 
N (Follow-up) = 29
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1-year follow-up.
It was hypothesized that individuals participating in the relapse prevention 
treatment program would evidence significant improvements at 1-year follow-up 
compared to their pre-treatment reports. These improvements would include a decreased 
frequency of alcohol consumption, decreased psychological dependence on alcohol, 
fewer alcohol related problems, less depressive symptomatology, as well as 
improvements in family and marital functioning.
Individuals participating in the RP program demonstrated some significant 
improvements when pre-treatment scores were compared with 1 -year follow-up outcome 
(see Table 19 and Figure 1). Paired t-tests suggested that individuals who completed the 
1-year follow-up consumed alcohol significantly less frequently, t (27) = 5.63, p  < .01, 
experienced significantly less psychological dependence on alcohol, t (28) = 2.63, p < 
.05, and reported significantly fewer alcohol-related problems at follow-up, t (28) = 4.45, 
P  < .01, compared to their pre-treatment reports. No significant differences were found 
between pre-treatment and follow-up reports o f depressive symptomatology, family 
functioning, or marital functioning.
It was also hypothesized that individuals participating in the relapse prevention 
treatment program would evidence delayed emergent effects as participants would 
evidence significant improvements between their post-treatment and 1-year follow-up 
reports. These delayed emergent effects would include a decreased frequency of alcohol 
consumption, decreased psychological dependence on alcohol, fewer alcohol-related 
problems, less depressive symptomatology, as well as improvements in family and
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Table 19
Summary ofT-Test Results: Outcomes 1-Year Follow-Up
Measure n M SD t
LDQ
Pre-treatment 29 17.69 6.06
1-year follow-up 29 14.55 5.04 2.63*
Post-treatment 29 13.68 3.64
1-year follow-up 29 14.55 5.04 -0.93
NAPS
Pre-treatment 29 45.31 16.17
1-year follow-up 29 31.21 13.74 4.45**
Post-treatment 29 32.41 10.44
1-year follow-up 29 31.21 13.74 0.50
CESD
Pre-treatment 29 18.41 13.50
1-year follow-up 29 14.24 11.61 1.78
Post-treatment 29 11.34 9.30
1-year follow-up 29 14.24 11.61 -1.71
FAD
Pre-treatment 29 33.59 8.24
1-year follow-up 29 35.97 8.13 -1.52
Post-treatment 29 34.10 9.76
1-year follow-up 29 35.97 8.13 -1.07
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
**2 <.01. *p <.05.
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Table 19 cont’d
Summary of T-Test Results: Outcomes 1-Year Follow-Up
Measure n M SD t
ENRICH
Pre-treatment 22 45.36 15.34
1-year follow-up 22 47.18 13.54 -0.57
Post-treatment 22 48.00 13.88
1-year follow-up 22 47.18 13.54 0.32
Days on Which Alcohol is Consumed Per Month 
Pre-treatment 28 15.32 8.89
1-year follow-up 28 4.82 7.25 5.63**
Note. ENRICH = ENRICH Marital Satisfaction Scale 
**2 <.01. *£ <.05.
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marital functioning. No significant differences were noted when comparing outcome 
post-treatment and at 1-year follow-up (see Table 19 and Figure 1).
Additional Findings
As already mentioned, the Cronbach’s alpha for the RTCQ was 0.37. Cronbach’s 
alphas were also calculated for the three subscales of the RTCQ. The alpha values were 
as follows: Precontemplation, a  = 0.28; Contemplation, a  = 0.31; and Action, a  = 0.66. 
Except for the Action subscale, these coefficients are small and suggest that the 
categorical version o f the RTCQ is not a reliable measure of readiness to change for 
treatment seeking hazardous alcohol users.
Principal axis factoring with one factor extracted was also conducted in order to 
determine how well one factor fit the data. Findings revealed that only 17.8% of the 
variance was accounted for by one factor. Furthermore, only four of the twelve items 
loaded onto this factor.
The present study also examined the relationships between the subscales of the 
RTCQ, as higher correlations between adjacent stages as compared to non-adjacent 
stages could provide additional evidence regarding the appropriateness of a continuum 
model. Each of the three subscales of the RTCQ had higher correlations with the total 
score o f the measure than any of the subscale scores and these coefficients ranged from 
0.43 (Precontemplation) to 0.71 (Action). Additionally, findings did not reveal higher 
correlations between adjacent stages as compared to non-adjacent stages. In fact, non- 
adjacent stages evidenced higher correlations than adjacent stages. For example, the 
Precontemplation and Contemplation subscales had a correlation coefficient of r = -0.23 
while the Precontemplation and Action subscales had a correlation coefficient of r = 0.28.
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Additionally, the Contemplation and Action subscales had a correlation coefficient of 
- 0 .08.
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DISCUSSION 
The Readiness to Change Questionnaire 
The present study has aimed to examine the role o f readiness to change within the 
context of a relapse prevention treatment program for individuals with alcohol use 
disorders. The study broke from the tradition of categorization and aimed to assess 
readiness to change along a continuum, as research suggested that not only was the 
categorical version of the Readiness to Change Questionnaire (RTCQ) not reliable with 
treatment seeking individuals, but also that the continuous version showed promise as a 
more reliable measure of readiness to change. However, no study had established the 
psychometric properties of the continuous version with a treatment seeking sample. As 
such, it was hypothesized that the continuous version of the RTCQ would evidence good 
reliability and validity with treatment seeking individuals with alcohol-use disorders.
The present study demonstrated that this was not the case, as the continuous 
RTCQ measure evidenced poor internal consistency with a Cronbach’s alpha of 0.37. 
These results differ from those o f Budd and Rollnick (1996) and Forsberg et al. (2003) 
who found that the continuous 12-item RTCQ scale showed good internal consistency 
with alpha coefficients o f 0.85 and 0.88. However, Budd and Rollnick as well as 
Forsberg et al. assessed the continuous RTCQ measure with non-treatment seeking 
populations. These findings, therefore, suggest that while the continuous version of the 
RTCQ appears to be a reliable measure of readiness to change with non-treatment 
seekers, it may not be a reliable measure of readiness to change with treatment seeking 
hazardous alcohol users in the action stage of change.
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In order to gain a better understanding of the underlying factor structure of the 
continuous version of the RTCQ, a factor analysis was conducted. Findings did not 
coincide with those of Budd and Rollnick (1996) who found that one factor fit the data 
better than the three originally proposed by Rollnick et al. (1992), the measure’s creators. 
In fact, findings did not coincide with those of Rollnick et al. either, as the RTCQ was 
composed of four factors when utilized with treatment seeking alcohol users. However, 
only one factor was meaningful and it was labeled Intent to Change.
As a result of the continuous RTCQ’s poor reliability, the recognition of only one 
meaningful factor with the present study’s treatment seeking population, and a high 
Cronbach’s alpha (0.78) for this factor, scores on the Intent to Change factor, rather than 
the total continuous RTCQ measure, were utilized in assessment of the remaining 
hypotheses and analyses.
Findings revealed that Intent to Change evidenced good concurrent validity, as 
scores were significantly correlated with participants’ reported reduction in the frequency 
of their drinking behaviours during the week prior to the initial assessment.
Although the present study hypothesized that individuals who were more 
advanced along the continuum of change would evidence better outcomes post-treatment 
and at 1-year follow-up and that they would be more likely to engage in aftercare post­
treatment, findings revealed that the Intent to Change factor evidenced poor predictive 
validity. That is, Intent to Change did not predict psychological dependence, alcohol- 
related problems, depressive symptomatology, or family and marital functioning post­
treatment or at 1-year follow-up. Additionally, Intent to Change did not predict a host of 
alcohol-specific variables including alcohol consumption and the number of lapses and
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relapses experienced post-treatment. It was also observed that individuals with higher 
scores on the Intent to Change factor were not, in fact, more likely to engage in aftercare 
post-treatment.
Additional Findings: The Readiness to Change Questionnaire
In addition to assessing the reliability for the continuous version of the RTCQ 
with a treatment seeking population, the present study also assessed the internal 
consistency for each of the measure’s three subscales. Cronbach’s alphas for each of the 
scales were generally small, ranging from 0.28 (Precontemplation) and 0.33 
(Contemplation), to 0.66 (Action). Importantly, these findings support those of Gavin et 
al. (1998) who produced similar reliability coefficients when the categorical RTCQ was 
assessed with a treatment seeking sample. Gavin et al.’s findings led them to conclude 
that the categorical version of the RTCQ evidenced poor reliability with treatment 
seeking individuals with alcohol problems.
The present study also assessed the relationship between scores on the various 
subscales o f the RTCQ, as studies found that adjacent stages of the RTCQ evidenced 
higher correlations than non-adjacent stages and utilized these findings to support the 
continuum model o f readiness to change (Budd & Rollnick, 1996; Defuentes-Merillas et 
al., 2002; Forsberg et al., 2003; Rollnick et al., 1992). Findings in the current study not 
only do not support, but also contradict these findings, as non-adjacent stages evidenced 
higher correlations than adjacent stages.
In summary, while the categorical and continuous versions of the RTCQ appear to 
be both reliable and valid as measures of readiness to change with non-treatment seeking 
samples, and studies have already demonstrated that the categorical version of the RTCQ
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is not a reliable or valid measure with treatment seeking individuals, the present study 
indicates that the continuous version of the RTCQ may not be a reliable or valid measure 
of readiness to change with treatment seeking individuals who live with alcohol-use 
disorders and are in the action stage of change. Although the reasons for this are 
unknown, some possible explanations are presented.
The RTCQ was designed for use with non-treatment seeking alcohol users. As 
such, the measure’s items reflect the essence of readiness to change in a non-treatment 
seeking population and, therefore, may not adequately reflect the motivational issues 
faced by treatment seekers in the action stage of change. Consequently, treatment 
seeking alcohol users in the action stage of change may respond differently to this 
questionnaire as compared to individuals in the precontemplation, contemplation, or 
preparation stages of change. Since 97.5% of this study’s participants were in the action 
stage of change, it is hypothesized that the RTCQ had difficulty capturing the 
fundamental nature of their readiness to change.
In addition, while the RTCQ may be effective in determining someone’s stage of 
change, it may be ineffective in determining differences between individuals within each 
stage as both the number and nature o f items that compose each subscale is limited. As 
already mentioned, 97.5% of this study’s participants were in the action stage of change. 
However, only four items on the RTCQ tap into the thoughts and behaviours associated 
with the action stage. Furthermore, each of these four action items focus on behaviour 
change. Items include, “I am trying to cut down,” “I am actually changing my drinking 
habits right now,” and “I have started to carry out a plan to cut down or quit drinking.” 
While modifying alcohol consumption is a major component and indicator of readiness to
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change, there is more to it. According to Prochaska and colleagues, individuals in the 
action stage not only devote considerable time and energy to the modification o f their 
behaviour, but also their environment and experiences. In so doing, they are aided by 
social support, skills training, and an environment o f like-minded individuals who 
encourage the changes they are trying to make (Prochaska et al., 1992). As such, all of 
the Action items on the RTCQ ignore the other elements that characterize the action 
phase. The RTCQ, therefore, fails to tap into the comprehensive nature of change. It 
also fails to recognize that individuals within the action stage are a somewhat 
heterogeneous group. While some focus solely on their drinking behaviours and are not 
willing to change their environment or experiences, others admit to the comprehensive 
nature of their problem and address it accordingly. It is, therefore, suggested that the 
limited number and nature of the items that make up the Action subscale of the RTCQ 
may have contributed to the poor predictive validity o f the measure and contributed to the 
lack of significant results. Ultimately, the RTCQ did not capture the essence of readiness 
to change in this treatment seeking population of individuals who live with alcohol-use 
disorders.
Furthermore, the majority of clients seeking treatment from the Addictive 
Behaviours program (ABP), approximately 74%, had ju st completed or were in the midst 
of completing a withdrawal program from alcohol when they presented for assessment 
and completed the RTCQ. This could have caused some confusion about how to answer 
certain questions as they relate to present day thoughts and behaviours. For example, one 
might expect that individuals seeking treatment would strongly agree with the question “I 
enjoy my drinking but sometimes I do it too much.” However, individuals who have just
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completed a withdrawal may take this statement very literally and therefore disagree with 
it as they have already stopped drinking. Another example comes from the question, 
“Sometimes I think I should quit or cut down on my drinking.” W hile one might expect 
that individuals seeking treatment would strongly agree with this statement, there is the 
possibility that individuals who have just completed a withdrawal would disagree as they 
have already quit or cut down. This confusion may have occurred for many of the other 
questions on the RTCQ and may have contributed to its poor reliability and validity in the 
present study.
The predictive validity o f the RTCQ may have been affected by the study’s 
limited power. W hile 80 participants completed the pre- and post-treatment assessments, 
only 29 completed the follow-up. Furthermore, as already mentioned, 97.5% of the 
participants were in the action phase which manifested in a limited range of participant 
scores on the RTCQ. Because of the sample size, it is possible that there may not have 
been enough power to pick up on the differences between individuals in the study, 
thereby limiting the predictive validity of the measure.
Relapse Prevention Treatment Outcome
Although the main purpose of the present study was to examine the role of 
readiness to change within the context of an RP treatment program for individuals with 
alcohol use disorders, it also aimed to shed light on RP treatment programs and the 
potential emergence of delayed effects for individuals with alcohol use disorders. It was 
hypothesized that individuals who participated in the RP treatment program would 
evidence significant improvements post-treatment. Findings suggested that, overall, 
participants may have benefited significantly from their participation in the RP treatment
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program. They evidenced a significant decrease in psychological dependence on alcohol, 
fewer alcohol-related problems, and less depressive symptomatology, as well as 
improved family and marital functioning post-treatment.
It was also hypothesized that individuals who participated in the RP treatment 
program would evidence significant improvements at 1-year follow-up. Compared to 
their pre-treatment reports, participants significantly reduced the frequency with which 
they consumed alcohol -  a decrease of 66%. Participants also experienced a significant 
reduction in their psychological dependence on alcohol as well as significantly fewer 
alcohol-related problems at follow-up compared to pre-treatment. Although 
improvements in depressive symptomatology, family and marital functioning were also 
reported, these changes were not statistically significant. However, it is suggested that 
the study’s reduced power due to the small sample size at follow-up may have caused 
meaningful differences to be overlooked.
With regards to the emergence of delayed effects at 1-year follow-up, findings 
were mixed. Although continuing improvements from post-treatment to follow-up were 
evident for some variables, as individuals evidenced an even greater reduction in alcohol- 
related problems and continuing improvements in family functioning, these changes were 
not statistically significant. Additionally, participants evidenced some deterioration in 
certain areas throughout this same time period, as they reported a slight increase in 
psychological dependence and depressive symptomatology, as well as a small decline in 
ratings of marital functioning. However, similar to the slight improvements noted 
between post-treatment and 1-year follow-up, these findings were also not statistically 
significant, although the influence of the study’s diminished power is unclear.
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Nonetheless, the present study does not provide support for the emergence of delayed 
effects, as these are typically defined as continuing improvements in the longer-term.
The present study does, however, provide evidence that RP treatment is associated with 
generalized improvements that remain present in the long-term. It is suggested that 
participants were able to maintain these gains in the long-term as they may have 
benefited from the RP program’s practical focus and concentration on the development of 
enhanced skills and coping resources, which were incorporated into the clients’ 
repertoires over time.
The present study provides further support for the efficacy of RP treatment 
programs for individuals with alcohol use disorders. As reviewed earlier, RP programs 
aim to enhance skills that will help an individual reduce and control their alcohol 
consumption, prevent the occurrence of a lapse/relapse, prevent a lapse from turning into 
a relapse, and cope more effectively if a lapse/relapse does occur. The present study 
suggests that this RP program may have been successful at all of the above. For example, 
24% of subjects were reportedly abstinent while 76% of participants continued to use 
alcohol in the year following their participation in the ABP. These statistics are not 
surprising as participants in RP programs have the choice to set a goal of either 
abstinence or controlled drinking. These findings also coincide with those of Miller, 
Walters, and Bennett (2001), who reviewed several multi-site studies in order to 
determine the average effectiveness of alcoholism treatment. They found that 
approximately 25% or individuals in treatment remain abstinent in the year following 
treatment.
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Despite findings that the majority of participants continued to use alcohol, the 
group evidenced significant improvements in their alcohol consumption, as monthly 
alcohol use dropped from an average of 13.7 to 4.7 days of consumption per month, a 
reduction of 66%. These findings differ somewhat from those of Miller et al. (2001) who 
found that while the majority of clients (i.e., 65%) who sought alcohol-related treatment 
in the previous year demonstrated significant improvements in their alcohol consumption, 
they tended to drink 1 out of every 4 days, which equates to approximately 7-8 times per 
month. This is more frequent than participants in the present study. In addition, 76% of 
this study’s participants stated that they utilized program information to prevent a lapse 
or relapse. Furthermore, while 69% of the follow-up group reported at least one lapse, 
only 38% experienced a relapse, and every individual who experienced a relapse sought 
additional treatment and completed a withdrawal program from alcohol.
Therefore, the present study reinforces research findings that promote the use of 
RP as a good treatment option for individuals with alcohol use disorders. It also provides 
support for a good match between individuals in the action stage o f change and RP 
treatment options. Furthermore, the present study provides support for the 
comprehensive nature o f improvements that may be associated with RP treatment 
programs, as individuals not only experienced improvements in alcohol-related variables, 
such as alcohol consumption and the prevention o f lapses/relapses, but other variables as 
well such as depressive symptomatology, family functioning, and romantic relationships. 
Lastly, this study provides exciting evidence regarding the long-term benefits associated 
with RP treatment, as individuals in this study not only demonstrated significant 
improvements in the short-term, but maintained these gains at 1-year follow-up.
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Follow-Up Group
It is important to point out that only 36% of participants completed the follow-up 
questionnaires. Except for the fact that those who completed the follow-up were 
significantly older, reported significantly fewer depressive symptoms pre- and post­
treatment, and experienced fewer alcohol-related problems post-treatment, no significant 
differences between the groups were reported. Nonetheless, the small follow-up group 
resulting from low follow-up participation was one of the significant limitations o f the 
present study, as this may have led to insufficient power for statistical tests to detect 
differences. Furthermore, it is a commonly held belief that the loss of data in alcohol 
treatment follow-up studies may result in positively biased outcomes. However, research 
now shows that this is not necessarily the case. For example, Sobell, Sobell, and Maisto 
(1984) concluded that there is a significant difference between participants who are lost 
to follow-up and those who voluntarily discontinue their participation in follow-up. That 
is, while individuals who cannot be located/contacted for follow-up tend to function 
poorly, those who choose not to participate in follow-up tend to function as well as 
participants who willingly participate in follow-up. Thus, a low follow-up rate does not 
necessarily bias results.
Numerous reasons for the low follow-up participation rate are suggested. While 
six individuals could not be contacted as they had moved, others did not want to 
participate. Additionally, during this time period, the ABP was undergoing significant 
cutbacks and staff departures, which made the active follow-up of participants more 
challenging and likely resulted in fewer individuals being contacted and encouraged to
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participate by phone. Lastly, unlike some follow-up studies, the present study did not 
offer additional incentives, such as financial compensation, for participation.
Gender Differences
The present study found only a few significant differences between male and 
female participants. At the time of the initial assessment, men reported less 
psychological dependence on alcohol but longer periods of alcohol abuse/dependence 
compared to the women. Furthermore, women reported significantly more alcohol- 
related problems pre- and post-treatment. No gender differences were reported at 1-year 
follow-up. Although women may have experienced more problems, a number of 
additional reasons for this finding are suggested. A lack of power could have contributed 
to some of the non-significant findings. There is also the possibility that male 
participants had greater difficulty admitting to these problems or the female participants 
were more aware o f the problems and/or willing to take responsibility for these 
difficulties.
Interestingly, approximately 65% of participants in the present study were female. 
In some ways, this statistic is surprising as alcohol abuse and dependence are more 
common in males, with an estimated male-to-female ratio o f 5:1 (although the ratio 
diminishes with age; American Psychiatric Association, 1994). Additionally, a review of 
alcohol treatment outcome studies revealed that approximately 75% of participants are 
male (Breslin, Sobell, Sobell, & Sobell, 1997). However, in other ways, the greater 
percentage of female participants in the present study is not surprising as evidence 
suggests that men are less likely to seek help for various problems, including medical, 
mental health, and substance abuse problems (Addis & Mahalik, 2003; Bijl & Ravelli,
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2000; Bland, Newman, & Orn, 1997; Brienza & Stein, 2002; Proudfoot & Teesson, 2002; 
Thom, 1986). Addis and Mahalik (2003) suggest that gender differences in help seeking 
are a result of “the socialization and social construction of masculinities” (p. 5). That is, 
many of the tasks involved in help seeking, such as “relying on others, admitting a need 
for help, or recognizing and labeling an emotional problem, conflict with the messages 
men receive about the importance of self-reliance, physical toughness, and emotional 
control” (p. 8).
It is suggested that the majority of participants in the present study were women 
for a number of reasons. Firstly, as already mentioned, it is more difficult for men to 
seek help because the tasks involved conflict with masculine gender role expectations. 
Secondly, the ABP is a non-mandated day program that involves a three week 
commitment. It is suggested that the working women were more at ease approaching 
their employers and requesting the necessary time off, whereas the working men may 
have had greater difficulty approaching their employers due to the stigma associated with 
help seeking in general, and psychiatric issues in general. Lastly, the majority of 
participants were referred to the program by another health care professional or alcohol 
and drug service. Since women are more likely to seek help, they may have been more 
willing to comply with recommendations for additional treatment.
Aftercare Involvement
The present study found that 28 of the 29 (96.6%) individuals who completed the 
follow-up assessment participated in some form of aftercare. Although the present study 
did not assess the frequency of aftercare involvement, thus limiting the conclusions to be 
drawn from these findings, it is known that individuals sought additional post-treatment
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support from between one and five sources, including the aftercare group offered by the 
ABP at the Melbourne Clinic, psychiatrists, psychologists, physicians, and Alcoholics 
Anonymous. It is also known that participants reported a mean of 2.4 sources of 
aftercare support on average. These findings are significant, as research has shown that 
continuing outpatient care following intensive treatment for substance abuse is associated 
with better outcomes and a reduced risk o f relapse (Rychtarik, Prue, Rapp, & King, 1992; 
Walker, Donovan, Kivlahan, & O ’Leary, 1983).
Limitations of the Study
While the present study provided important insight into relapse prevention 
treatment programs for individuals with alcohol use disorders as well as the RTCQ with 
treatment seeking samples, findings were limited by the small sample size which resulted 
in diminished power for the follow-up analyses conducted. Most notably, the reduced 
power resulted in the possibility that meaningful differences or effects were overlooked. 
While non-significant findings could be a result of the absence of the phenomenon, they 
could also be a product o f insufficient power.
Although one o f the strengths o f the present study was its incorporation of 
multiple measures of treatment outcome, one of the limitations of the study was its 
reliance on self-report data. W hile “self-reports in the alcohol field...are low cost, 
noninvasive, and a reasonable source or information” (Sobell & Sobell, 1989, p. 151), 
questions have arisen regarding the validity o f alcohol abusers’ self-reports. However, 
numerous studies have found that although a small percentage of individuals may provide 
inaccurate self-reports, they are generally a valid data source (Babor, Stephens, &
Marlatt, 1987; Midanik, 1988; Sobell & Sobell, 1986).
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Another limitation of the study was that the presence o f co-morbid mood and 
anxiety disorders was not assessed. This could be problematic as studies have found that 
current co-morbid disorders may predict worse outcomes for individuals with substance 
use disorders (Compton, Cottier, Jacobs, Ben-Abdallah, & Spitznagel, 2003; Curran, 
Flynn, Kirchner, & Booth, 2000; Hasin, Liu, Nunes, McCloud, Samet, & Endicott, 2002). 
However, the present study did assess co-morbid depressive symptomatology using the 
CESD and findings revealed major shifts in the categorization of participants over time. 
For example, while 38% of participants reported severe symptoms of depression pre­
treatment, 14% reported severe symptoms post-treatment and at 1-year follow-up. 
Furthermore, the number of individuals characterized as not-depressed jumped from 35% 
pre-treatment to 56% post-treatment and 62% at 1-year follow-up.
Lastly, failure to assess the frequency of aftercare involvement was an additional 
limitation o f the current study. This was problematic as aftercare participation has been 
found to be a predictor o f treatment outcome (Miller, Ninonuevo, Hoffman, & Astrachan, 
1999; Ornstein & Cherepon, 1985) and therefore could have contributed to the 1-year 
follow-up results in the current study. However, because the frequency of aftercare was 
not examined due to limitations in resources, its role in treatment outcome could not be 
assessed.
Summary
In summary, the present study set out to examine the role of readiness to change 
within the context o f a relapse prevention treatment program for individuals with alcohol 
use disorders. In so doing, it broke from tradition and assessed readiness to change using 
the continuous version of the RTCQ, as not only did it have an intuitive appeal but
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research suggested that the categorical version of the RTCQ was unreliable with 
treatment seeking individuals, and that the continuum version showed promise as a more 
reliable measure o f readiness to change.
The present study provides preliminary evidence that the continuous version of 
the RTCQ is not a reliable measure of readiness to change with treatment seeking 
individuals who live with alcohol-use disorders and are in the action stage o f change. As 
a result of its poor reliability, a factor analysis was conducted and findings revealed that 
the RTCQ was composed o f four factors, only one of which was meaningful. This factor, 
labeled Intent to Change, evidenced good internal reliability and was utilized in all 
subsequent analyses. Although Intent to Change evidenced good concurrent validity with 
participants’ efforts to reduce the frequency of alcohol use, it evidenced poor predictive 
validity as Intent to Change did not predict RP treatment outcome at post-treatment or 1- 
year follow-up. Intent to Change also did not predict involvement in aftercare. It is 
suggested that the RTCQ’s poor reliability and validity are a result of its inability to 
adequately capture the essence of readiness to change within this treatment seeking 
population. As such, researchers and clinicians should consider utilizing alternative 
measures of readiness to change with treatment seeking clients.
Support is provided for the use o f RP treatment for individuals with alcohol use 
disorders, and with treatment seeking individuals in particular. This may be indicative of 
a good match between RP, an action oriented therapy, and individuals in the action stage 
of change. The present study also extends research findings regarding the efficacy of RP 
treatment by recognizing that participants experienced significant improvements that 
extended beyond alcohol-specific variables. In fact, participants evidenced
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improvements across a comprehensive set of variables, including psychological 
dependence, alcohol-related problems, depressive symptomatology, as well as family and 
marital functioning. Additionally, while these improvements were evident in the short­
term, participants were able to maintain these gains in the long term. While participants 
did not demonstrate continuing improvements in the long-term and therefore cannot be 
said to have experienced delayed emergent effects, their ability to maintain the holistic 
gains is an exciting finding that may provide greater insight into the unique strengths of 
RP treatment program.
Study Implications
The present study not only reinforces research findings that promote the use of RP 
as a potentially effective treatment option for individuals with alcohol use disorders, but 
it also extends them by recognizing the comprehensive nature of improvements 
associated with RP treatment. As such, the present study provides significant evidence 
that utilizing a dichotomous variable of abstinence or non-abstinence is not sufficient in 
assessing treatment outcome, as individuals demonstrate significant improvements in 
various domains. It is essential for researchers and clinicians to expand the 
conceptualization and assessment of treatment outcome and look beyond abstinence rates 
as the sole measure of treatment outcome and program efficacy of participants suffering 
from alcohol use disorders. Failure to acknowledge the holistic gains that may be 
associated with treatment may not only produce incomplete and therefore inaccurate 
results, but also hinder client and even therapist motivation.
Furthermore, the present study is unique as it provides greater insight into the 
debate regarding delayed emergent effects. Although these were not evident in the
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present study’s participants, possibly due to low power and a high effect size, participants 
did appear to experience long-term gains that were evident 1-year post-treatment. These 
results are intriguing and may provide even greater support for the use of RP with alcohol 
users, as it may produce not only significant short-term gains, but long-term gains as 
well. W hile RP has already been accepted as a cost-effective treatment option that is 
extremely adaptable - it can be delivered on an individual or group basis, in an inpatient 
or outpatient setting, as a primary or secondary (i.e., aftercare) intervention, and in 
varying frequency and intensity - the present study provides greater support for its 
incorporation into almost any treatment domain.
In addition, the present study provides good support for the matching of RP with 
treatment seeking individuals in the action phase of change, as it is a very action oriented 
therapeutic intervention. This could have significant implications for treatment seekers 
who experience a wide range of problem behaviours, ranging from drug dependence and 
gambling addictions, to binge eating and cigarette smoking, as they may also experience 
significant gains across a holistic set of variables after exposure to RP treatment.
Finally, the present study has shed light on the use of the RTCQ with treatment 
seeking individuals. While the RTCQ appears to be a useful measure for assessing an 
individual’s stage o f change when used categorically, the present study demonstrates that 
the continuous version may be inadequate with treatment seeking hazardous alcohol users 
in the action stage of change. This is significant as readiness to change is an important 
concept that is the focus of increasing attention from the health care community. 
Furthermore, treatment seekers are an important group of individuals who deserve greater 
attention, especially within the field of addictions, as research has shown that relapse is
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common. In fact, not only is the RP model predicated upon this fact, but Prochaska and 
his colleagues even modified the transtheoretical model of change because of this 
recognition. Perhaps more accurate measures o f readiness to change for individuals in 
the action stage o f change will help health care practitioners learn more about treatment 
seekers and better target the needs of this population. It is suggested that the limited 
number and nature of items on the RTCQ have affected the m easure’s ability to capture 
the essence o f readiness to change within this treatment seeking population. Ultimately, 
the m easure’s predictive validity has been compromised as the data suggests that the 
continuous RTCQ is unable to differentiate between treatment seeking individuals who 
are typically within the same ‘Action’ stage. This is important as, despite first 
impressions, this is a diverse group of individuals who differ in the amount of change 
they are willing to make and how much they are willing to adhere to treatment.
Future research should attend to the need for more holistic measures of change 
that assess not only a willingness to change behaviour, but also environment and 
experiences. The ability to capture this will enable both researchers and clinicians to 
differentiate between groups of individuals who, although considered homogeneous in 
the literature, might actually be quite heterogeneous. Therefore, including items that tap 
into the holistic and comprehensive nature of change could improve the reliability and 
validity of measures that assess readiness to change which could influence treatment and 
outcome. These improvements could translate into the prevention of relapse and 
associated difficulties, including health problems, strained relationships, work troubles, 
financial difficulties, and comorbid psychopathology, not only for the afflicted 
individuals, but for their loved ones as well. Ultimately, these improvements will lessen
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the financial strain faced by societies affected by the economic provisions of mental 
health care, general medical care, reduced productivity, and strains on the criminal justice 
system that are caused by individuals with alcohol use disorders around the world.
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Appendix A










Initial — 0.62** 0.37** -0.07
Pre-treatment 0.62** — 0.56** 0.34
Post-treatment 0.37** 0.56** 0.37*
1-year follow-up -0.07 0.34 0.37* —
RTCQ
Precontemplation 0.05 -0.06 0.06 0.14
Contemplation -0.13 -0.13 -0.13 -0.40*
Action -0.22* -0.08 -0.26* 0.06
Total -0.18 -0.12 -0.20 -0.23
NAPS
Pre-treatment 0.22 0.30** 0.18 0.27
Post-treatment 0.38** 0.42** 0.47** 0.48**
1-year follow-up -0.01 0.29 0.32 0.77**
CESD
Pre-treatment 0.21 0.48** 0.23* 0.24
Post-treatment 0.16 0.35** 0.36** 0.39*
1-year follow-up 0.11 0.51** 0.29 0.67**
FAD
Pre-treatment -0.32** -0.31** -0.26* -0.15
Post-treatment -0.25* -0.28* -0.39** 0.05
1-year follow-up -0.14 -0.52** -0.35 -0.20
ENRICH
Pre-treatment -0.27* -0.33** -0.25 -0.06
Post-treatment -0.26* -0.36** -0.50** -0.29
1-year follow-up 0.04 -0.26 -0.33 -0.07
Note. LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**£<.01. * £ < 0 5 .
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Precontemplation — -0.23* 0.28* 0.43**
Contemplation -0.23* — -0.08 0.44**
Action 0.28* -0.08 — 0.71**
Total 0.43** 0.44** 0.71** —
LDQ
Initial 0.05 -0.13 -0.22* -0.18
Pre-treatment -0.06 -0.13 -0.08 -0.12
Post-treatment 0.06 -0.12 -0.26* -0.20
1-year follow-up 0.14 -0.40* 0.06 -0.23
NAPS
Pre-treatment 0.09 -0.13 -0.01 -0.09
Post-treatment 0.14 -0.25* -0.19 -0.24*
1-year follow-up 0.01 -0.27 0.02 -0.34
CESD
Pre-treatment 0.12 -0.30** 0.01 -0.13
Post-treatment 0.15 -0.32** -0.07 -0.19
1-year follow-up 0.08 -0.01 -0.01 -0.16
FAD
Pre-treatment -0.17 0.33** -0.09 0.10
Post-treatment -0.05 0.23* 0.07 0.20
1-year follow-up 0.05 -0.13 0.04 0.15
ENRICH
Pre-treatment 0.01 0.09 0.09 0.13
Post-treatment 0.03 0.18 0.15 0.24
1-year follow-up 0.08 -0.10 0.02 0.10
Note. RTCQ = Readiness to Change Questionnaire
LDQ = Leeds Dependence Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**2 <.01. *2 <.05.
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Pre-treatment — 0.52** 0.36
Post-treatment 0.52** _ _ _ 0.46*
1 -year follow-up 0.36 0.46* —
LDQ
Initial 0.22 0.38** -0.01
Pre-treatment 0.30** 0.42** 0.29
Post-treatment 0.18 0.47** 0.32
1-year follow-up 0.27 0.48** 0.77**
RTCQ
Precontemplation 0.09 0.14 0.01
Contemplation -0.13 -0.25* -0.27
Action -0.01 -0.19 0.02
Total -0.09 -0.24* -0.34
CESD
Pre-treatment 0.30** 0.34** 0.22
Post-treatment 0.25* 0.48** 0.23
1-year follow-up 0.35 0.48* 0.70**
FAD
Pre-treatment -0.35** -0.34** -0.17
Post-treatment -0.12 -0.36** 0.06
1-year follow-up -0.34 -0.42* -0.39*
ENRICH
Pre-treatment -0.33* -0.32* -0.24
Post-treatment -0.25 -0.51** -0.40
1-year follow-up -0.13 -0.38 -0.17
Note. NAPS = Newcastle Alcohol-Related Problems Scale
LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**2 <-01. *p <.05.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Readiness to Change 152








Pre-treatment — 0.78** 0.50**
Post-treatment 0.78** — 0.64**
1-year follow-up 0.50** 0.64** —
LDQ
Initial 0.21 0.16 0.11
Pre-treatment 0.48** 0.35** 0.51**
Post-treatment 0.23* 0.36** 0.29
1-year follow-up 0.24 0.39* 0.67**
RTCQ
Precontemplation 0.12 0.15 0.08
Contemplation -0.30** -0.32** -0.01
Action 0.01 -0.07 -0.01
Total -0.13 -0.19 -0.16
NAPS
Pre-treatment 0.30** 0.25* 0.35
Post-treatment 0.34** 0.48** 0.45*
1 -year follow-up 0.22 0.23 0.70**
FAD
Pre-treatment -0.48** -0.40** -0.30
Post-treatment -0.36** -0.41** -0.15
1-year follow-up -0.59** -0.55** -0.58**
ENRICH
Pre-treatment -0.44** -0.36** -0.35
Post-treatment -0.38** -0.45** -0.27
1-year follow-up -0.32 -0.37 -0.25
Note. CESD = Centre for Epidemiologic Depression Scale
LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
FAD = General Functioning Subscale of the Family Assessment Device
ENRICH = ENRICH Marital Satisfaction Scale
**g < 0 1 . *p <.05.
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1 -year follow-up 
FAD
FAD
Pre-treatment — 0.78** 0.47*
Post-treatment 0.78** — 0.46*
1-year follow-up 0.47* 0.46* —
LDQ
Initial -0.32** -0.25* -0.14
Pre-treatment -0.31** -0.28* -0.52**
Post-treatment -0.26* -0.39** -0.35
1 -year follow-up -0.15 0.05 -0.20
RTCQ
Precontemplation -0.17 -0.05 0.05
Contemplation 0.33** 0.23* -0.13
Action -0.09 0.07 0.04
Total 0.10 0.20 0.15
NAPS
Pre-treatment -0.35** -0.12 -0.34
Post-treatment -0.34** -0.36** -0.42*
1 -year follow-up -0.17 0.06 -0.39*
CESD
Pre-treatment -0.48** -0.36** -0.59**
Post-treatment -0.40** -0.41** -0.55**
1-year follow-up -0.30 -0.15 -0.58**
ENRICH
Pre-treatment 0.63** 0.51** 0.24
Post-treatment 0.60** 0.65** 0.44*
1-year follow-up 0.56** 0.66** 0.60**
Note. FAD = General Functioning Subscale of the Family Assessment Device
LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
ENRICH = ENRICH Marital Satisfaction Scale
**2 < 01 . *£ <.05.
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Pre-treatment — 0.82** 0.46*
Post-treatment 0.82** 0.61**
1-year follow-up 0.46* 0.61** —
LDQ
Initial -0.27* -0.26* 0.04
Pre-treatment -0.33** -0.36** -0.26
Post-treatment -0.25 -0.50** -0.33
1-year follow-up -0.06 -0.29 -0.07
RTCQ
Precontemplation 0.01 0.03 0.08
Contemplation 0.09 0.18 -0.10
Action 0.09 0.15 0.02
Total 0.13 0.24 0.10
NAPS
Pre-treatment -0.33* -0.25 -0.13
Post-treatment -0.32* -0.51** -0.38
1-year follow-up -0.24 -0.40 -0.17
CESD
Pre-treatment -0.44** -0.38** -0.32
Post-treatment -0.36** -0.45** -0.37
1-year follow-up -0.35 -0.27 -0.25
FAD
Pre-treatment 0.63** 0.60** 0.56**
Post-treatment 0.51** 0.65** 0.66**
1-year follow-up 0.24 0.44* 0.60**
Note. ENRICH = ENRICH Marital Satisfaction Scale
LDQ = Leeds Dependence Questionnaire
RTCQ = Readiness to Change Questionnaire
NAPS = Newcastle Alcohol-Related Problems Scale
CESD = Centre for Epidemiologic Depression Scale
FAD = General Functioning Subscale of the Family Assessment Device
**£<.01. *p<.05.
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As many of you know, the Addictive Behaviours Program has been collecting 
information from our clients over the last 18 months in order to get a better 
understanding of the program’s efficacy as well as ways to improve the program 
for future clients. This is important research that may be published around the 
world.
As you probably remember, we asked you to fill out a number of questionnaires 
at various points in the treatment process. Many of you were asked to fill out 
questionnaires when you came to the clinic for your first assessment, as well as 
on the first and last day of the day program.
In order to complete the next and last phase of our research, we would really 
appreciate it if you could take just a few minutes and fill out the following 
questionnaires. Although we require your name on the questionnaires, all 
information is kept confidential. Self-addressed and stamped envelopes have 
been included in this package for your convenience.
If you have any questions or comments regarding the questionnaires or this 
research, please feel free to contact us at any point on 9420 9215.






Dr. Tobie Sacks 
Medical Director 
Addictive Behaviours Program
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Appendix C
The Melbourne Clinic 




Date of Birth: _____________
Telephone: ______________








□  Family /  Friend
□  Employer
□  General Practitioner
□  A&D Service
□  O ther:___________
□  General Hospital
□  Psychiatric Service
□  Office of Corrections
□  Courts
□  Police
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Details of Substance Use (Including Tobacco)
Substance







Days used in 
past 7
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Comments Regarding Substance Use:
Pattern of use, substitution, periods of abstinence, financing of use:
Drug and Alcohol Interventions:
Date(s) of past withdrawals:_____
Setting(s) of past withdrawals:
Substance(s) of past withdrawals:
Medications used in past withdrawal(s):
Complications of past withdrawal(s):
Outcome of last withdrawal(s):
Psychotherapeutic approaches used in past withdrawals:
Support services used in past withdrawal(s) (are they still in contact with the 
service?):________________________________________________________
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Indicators of Current Intoxication/Withdrawal:
B.A.L. (Blood Alcohol Level):________________________________
□  Ataxia □  Slurred speech □  Rapid speech
□  Pinpoint pupils □  Dilated pupils □  Sedation
□  Perspiration □  Nausea/vomiting □  Facial flushing
□  Anxiety □Disorientation □T rem or
□  Agitation □  Hallucinations □  Headache
Is the client intoxicated or withdrawing from a particular substance?
What substance is the client intoxicated with/withdrawing from?
Drug Related Risk Taking Behaviours:
Yes No Shared equipment Yes No Safe sex
Yes No Use alone Yes No Overdoses
Yes No Poor injecting technique Yes No Polydrug use
Yes No Blackouts Yes No Drives whilst 
intoxicated
Yes No Violence/Assault 
Comments:____________
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SECTION 2 -  Medical History
History of condition, investigations and treatments
Checklist:
□  Allergies
□  Hepatitis C
□  Hepatitis B
□  HIV
□  Liver disease
□  Gastrointestinal problems
□  Seizures/fits/epilepsy
□  Head injuries
□  Skeletal injuries
□  Cardiac problems
□  Respiratory problems
□  Pregnancy
□  Diabetes
□  Chronic pain
□  Organic brain syndrome
□  O ther___________________________________
Comments:
Medical problems requiring immediate attention and other comments:
General Hospital Admissions (including date, hospital, reasons for admission, 
length of stay):_____________________________________________________
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SECTION 3 -  Psychiatric History
History of condition, professional consulted, case manager, diagnoses, current 
symptoms, medications past and present, psychiatric hospital admissions.
Checklist:
□  Drug induced psychosis
□  Schizophrenia
□  Affective disorder
□  Anxiety disorder
□  Eating disorder
□  Dementia
□  Alcohol related brain injury
□  Suicide attempts
□  Self mutilation
□  O ther:___________________________________________________________
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Thought Disorder, Perceptual Disorders (eg. delusions, thought possession, 
ideas of reference, hallucinations/illusions):______________________________
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Orientation:_______________________  Insight:___________
Interaction:_______________________  Rapport:__________






Previous attempts: Yes No
Details of previous attempts:_____________________________
At Risk Level: 0 1 2 3 4 5 6 7 8 9  10
Comments:_________________________________
SECTION 4 -  Psychosocial History
Accommodation (stable, supportive, homeless/at risk of homelessness, 
substance use in household):___________________________________
Social Supports (individuals and agencies):
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Family/Relationships/Children (child care responsibilities, protective services 
involvement, other dependents):_____________________________________
Finances/Employment/Education (source of income, employment history, highest 
level of education achieved):____________________________________________








Contact Case W orker:________
Barriers to Treatment
Literacy:____________________
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Client’s identified main stresses:
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Appendix D
Readiness to Change Questionnaire
The following questionnaire is designed to identify how you personally feel about 
your drinking right now. Please think about your current situation and drinking, 
even if you have given up completely. Please read each of the questions below 
carefully, and then decide whether you agree or disagree with the statement. 
Please tick in the box provided the answer of your choice.
Strongly
Disagree
1. It’s a waste of time
thinking about my □
drinking because I do 
not have a problem.
2. I enjoy my drinking □
but sometimes I do it too 
much.
3. I am trying to cut down on □
my drinking.
4. Sometimes I think I should □
quit or cut down on my 
drinking.
5. Anyone can talk about □
wanting to change their 
drinking, but I am actually 
doing something about it.
6. My drinking is fairly normal. □
I don’t think I drink too much.
7. My drinking is a problem □
sometimes.
8. I am actually changing my □
drinking habits right now 
(either cutting down or 
quitting).
Disagree Unsure Agree Strongly
Agree
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
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Strongly Disagree Unsure Agree 
Disagree
9. Giving up or using less □  □  □  □
alcohol would be pointless 
for me.
10.1 am weighing up the □  □  □  □
advantages of my present
drinking habits.
11.1 have started to carry out □  □  □  □
a plan to cut down or quit
drinking.
12. There is nothing I really □  □  □  □
need to change about my 
drinking.
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Appendix E 
Leeds Dependence Questionnaire
In answering this questionnaire:
• Think about the last week
• Think about your main addictive behaviour, please specify (circle): 
Alcohol Abuse Drug Abuse Gambling
• Please circle the answer that is most appropriate to you
Never Sometimes Often Nearly
Always
1. Do you find yourself 1
thinking about when you
will next be able to have 
another drink?
2. Is drinking more important 1 
than anything else you 
might do during the day?
3. Do you feel your need for 1
drinking is too strong to 
control?
4. Do you plan your days 1
around drinking?
5. Do you drink in a particular 1 
way in order to increase
the effect it gives you?
6. Do you drink morning, 1
afternoon and evening?
7. Do you feel you have to 1
carry on drinking once you 
have started?
8. Is getting the effect you 1
want more important than 
the particular drink you use?
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Never Sometimes Often Nearly
Always
9. Do you want to drink 1 2  3 4
more when the effect starts
to wear off?
10. Do you find it difficult to 1 2  3 4
cope with life without
drinking?
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Appendix F 
Newcastle Alcohol-Related Problems Scale
A. Over the past MONTH, my own drinking:
Often Sometimes Rarely Never
1. Added to me worrying about 
the future
2. Added to me feeling nervous
3. Added to me feeling angry
4. Added to me feeling emotionally 
Upset
5. Added to me feeling concerned 














B. Over the past MONTH, my own drinking:
Often Sometimes
1. Added to myself and someone 
close putting off doing things
together 4 3
2. Added to myself and someone 
close becoming annoyed with
each other 4 3
3. Added to myself and someone 
close arguing over past
disagreements 4 3
4. Added to myself and someone
close criticising one another 4 3
5. Added to myself and someone 
close keeping out of each
other’s way 4 3
6. Added to myself and someone
close using threats 4 3
Rarely Never
If you DO NOT live with a child aged under 16, tick this [ ] and go to Question D
C. Over the past MONTH, my own drinking:
Often Sometimes Rarely Never
1. Added to a child living with
me not doing as s/he was told 4 3 2 1
2. Added to a child living with me
having a temper tantrum 4 3 2 1
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Often Sometimes Rarely Never
3. Added to a child living with 
me crying after arguing with
someone at home 4 3 2 1
4. Added to a child living with me
becoming upset/tense 4 3 2 1
Addictive behaviours may cause short term difficulties with work. By work we 
mean your USUAL OCCUPATION whether it be paid or voluntary, home-duties 
or study.
D. Over the past MONTH, my own drinking:
Often Sometimes Rarely Never
1. Added to me not paying attention
to details while working 4 3 2 1
2. Added to me having difficulty
concentrating on work 4 3 2 1
3. Added to me making mistakes
while working 4 3 2 1
4. Added to me not getting much
work done 4 3 2 1
E. Over the past MONTH, my own drinking:
Often Sometimes Rarely Never
1. Added to me having 
disagreements about how
money should be spent 4 3 2 1
2. Added to me being unable to
save money 4 3 2 1
3. Added to me having difficulty 
making money last from one pay
to the next 4 3 2 1
4. Added to me not having enough 
money to meet the cost of
household needs 4 3 2 1
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Appendix G
Centre for Epidemiologic Depression Scale
Please circle the number for each statement which best describes how often you 
felt or behaved this way -  DURING THE PAST WEEK.
Rarely or Some or a Occasionally Most or
None of Little of or a Moderate All of
Amount of the Time 
Time
the Time the Time 
(Less than
DURING THE PAST WEEK:
1 Day) (1-2 Days) (3-4 Days) (5-7 Days)
1. I was bothered by things 0
that usually don’t bother me...
2. I did not feel like eating; my 0
appetite was poor...
3. I felt that I could not shake 0
the blues even with help from 
my family or friends...
4. I felt that I was just as good 0
as other people...
5. I had trouble keeping my 0
mind on what I was doing...
6. I felt depressed... 0
7. I felt that everything I did was 0
an effort...
8. I felt hopeful about the future... 0
9. I thought my life had been 0
failure...
10. I felt fearful... 0
11. My sleep was restless... 0
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Rarely or Some or a Occasionally Most or
None of Little of or a Moderate All of
the Time the Time Amount of the Time
(Less than Time
1 Day) (1-2 Days) (3-4 Days)
DURING THE PAST WEEK:
13. I talked less than usual... 0
14. I felt lonely... 0
15. People were unfriendly... 0
16. I enjoyed life... 0
17. I had crying spells... 0
18. I felt sad... 0
19. I felt that people disliked me...O
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Appendix H
Family Assessment Device: General Functioning Subscale
The following questions ask about your family life. Please circle the number of
each statement which best describes how you feel about your family.
Strongly Agree Disagree Strongly 
Agree Disagree
1. Planning family activities is difficult 1 2  3 4
because we misunderstand each
other.
2. In times of crisis we can turn to each 1 2  3 4
other for support.
3. We cannot talk to each other about 1 2  3 4
the sadness we feel.
4. Individuals are accepted for what 1 2  3 4
they are.
5. We avoid discussing our fears and 1 2  3 4
concerns.
6. We can express feelings to each other. 1 2  3 4
7. There are lots of bad feelings in the 1 2 3 4
family.
8. We feel accepted for what we are. 1 2  3 4
9. Making decisions is a problem for our 1 2  3 4
family.
10. We are able to make decisions about 1 2  3 4
how to solve problems.
11. We don’t get along well together. 1 2  3 4
12. We confide in each other. 1 2  3 4
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Appendix I
Enrich Marital Satisfaction Scale
This questionnaire is designed to examine your feelings about your romantic 
relationship. Please answer the following questions if you are currently in a 
relationship.
1 Strongly Disagree 4
2 Moderately Disagree 5
3 Neither Agree nor Disagree
My partner and I understand each other perfectly.
I am not pleased with the personality 
characteristics and personal habits of my partner.
I am very happy with how we handle role 
responsibilities in our marriage.
My partner completely understands and 
sympathizes with my every mood.
I am not happy about our communication and 
feel my partner does not understand me.
Our relationship is a perfect success.
I am very happy about how we make decisions 
and resolve conflicts.
I am unhappy about our financial position and 
the way we make financial decisions.
I have some needs that are not being met by our 
relationship.
I am very happy with how we manage our leisure 
activities and the time we spend together.
I am very pleased about how we express affection 
and relate sexually.
I am not satisfied with the way we each handle 
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1 Strongly Disagree 4
2 Moderately Disagree 5
3 Neither Agree nor Disagree
I have never regretted my relationship with my 1
partner, not even for a moment.
I am dissatisfied about our relationship with my 1 
parents, in-laws and/or friends.
I feel very good about how we each practice 1
our religious beliefs and values.
Moderately agree 
Strongly Agree
2 3 4 5
2 3 4 5
2 3 4 5
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Appendix J
The Melbourne Clinic 
Addictive Behaviours Day Program 
Follow Up Assessment Form
Nam e:_________________________________  Date:___
Phone Number (Home):____________________(Mobile):
What addictive behaviours were a focus during your treatment with the 
ABP? (please check all that apply)
 Alcohol  Benzodiazepines
 Cannabis _____ Tobacco
 Ecstasy _____ Cocaine
 Amphetamines _____ Gambling
Other(s) (Please list here):_
Since completing the program, have you engaged in your addictive behaviour(s)?
□ Yes □ No
If you answered yes, how often do you engage in the addictive behaviour(s)?
 Less than once/month _____ 1 -2  times/week
 1 -2 times/month _____ 3-5 times/week
 3-4 times/month _____ More than 5 times/week
How many lapses (i.e., a slip) have you had since completing the program?
 0  3
 1  4
2  5 or more
Duration of the average lapse?
 1 day _____ 4 days
 2 days _____ 5 days
 3 days _____ More than 5 days
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How many relapses (i.e., a return to constant or heavy use over a long period of 
time) have you had since completing the program?
 0  3
 1  4
  2  5 or more
Duration of the average relapse?
 Less than 1 week _____ 3-4 weeks
 1 -2 weeks _____ 4-5 weeks
 2-3 weeks _____ More than 5 weeks
Number of withdrawals since completing the program?
Support services used since completing the program (please check all 
applicable)
 Psychiatrist_______________ _____ New Life Program/Women for Sobriety
 Psychologist______________ _____ General Day Program
 Therapist/Counsellor_______ _____ Anxiety Day Program
 Family Therapy____________ _____ Physician
 AA/NA/GA________________ _____ Other (please specify):_____________
Current Psychiatrist:_____________________________
Current Psychologist/Therapist:____________________
Did you attend the Maintenance Group? □ Yes □ No
Number of Maintenance Groups attended since completing the program?
 0 _____ 7 - 9
 1 - 3  _____ 10-12
 4 - 6  _____ 13 or more
On a scale of 0 -  5 (0 = significantly deteriorated, 5 = significantly improved), 
how would you rate the following since completing the program:
Physical health _____ Short-term memory
Sleep _____ Long-term memory
Diet _____ Smoking
Exercise _____ Relationship with partner (if applicable)
Mood _____ Relationship with children (if applicable)
Anxiety _____ Leisure pursuits
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Currently employed? □ Yes □ No
Occupation: □ Unchanged □ Changed (since completing the day program)
Have you attended a course or returned to study since completing the day 
program? □ Yes □ No
Since completing the day program, when do you utilize the program information? 
When you encounter (please check all applicable):
□ High-risk situations □ Stress
□ Cravings □ Conflict with family
□ Depression □ Conflict with others
□ Anxiety □ A Lapse
□ Anger □ A Relapse
□ Low self-esteem
Have you utilized the program material and prevented a lapse or relapse? 
□ Yes □ No
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